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Important Telephone Numbers

WisconsnMedicad sEligibility Verification Sysem (EV S) isavail ablethrough thefollowing resources toverify
checkwriteinformation, damstatus, prior authorization saus, provider certification, and/or recipient digibility.

Service

Information
Available

Telephone Number

Hours

Automated Voice
Response (AVR)
System
(Computerized voice
response to provider
inquiries.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Recipient Eligibility*

(800) 947-3544

(608) 221-4247
(Madison area)

24 hours a day/
7 days a week

Personal Computer
Software

and

Magnetic Stripe
Card Readers

Recipient Eligibility*

Refer to Provider
Resources section of
the All-Provider
Handbook for a list of
commercial eligibility
verification vendors.

24 hours a day/
7 days a week

Provider Services
(Correspondents
assist with
guestions.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Provider Certification
Recipient Eligibility*

(800) 947-9627
(608) 221-9883

Policy/Billing and Eligibility:
8:30 a.m. - 4:30 p.m. (M, W-F)
9:30 a.m. - 4:30 p.m. (T)
Pharmacy:

8:30 a.m. - 6:00 p.m. (M, W-F)
9:30 a.m. - 6:00 p.m. (T)

Direct Information
Access Line with
Updates for
Providers
(Dial-Up)

(Software
communications
package and
modem.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Recipient Eligibility*

Call (608) 221-4746
for more information.

7:00 a.m. - 6:00 p.m. (M-F)

Recipient Services
(Recipients or
persons calling on
behalf of recipients

only.)

Recipient Eligibility
Medicaid-Certified
Providers

General Medicaid
Information

(800) 362-3002
(608) 221-5720

7:00 a.m. - 5:30 p.m. (M-F)

*Please use the information exactly as it appears on the recipient's identification card or the EVS to
complete the patient information section on claims and other documentation. Recipient eligibility
information available through EVS includes:

- Dates of eligibility.

- Medicaid managed care program name and telephone number.
- Privately purchased managed care or other commercial health insurance coverage.

- Medicare coverage.

- Lock-In Program status.
- Limited benefit information.
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Preface

TheWisconsn Medicaid and BadgerCare Hospital
Services Handbook isissued to hospital providerswho
areWisconsin Medicaid certified. It contains
information that applies to fee-for-service Medicaid
providers. TheMedicaidinformationinthe handbook
appliesto both Medicaid and BadgerCare.

Wisconsin Medicaid and BadgerCareareadministered
by the Department of Health and Family Services
(DHFS). Withinthe DHFS, the Division of Hedlth
CareFinancing (DHCF) isdirectly responsiblefor
managing Wisconsin Medicaid and BadgerCare. Asof
January 2003, BadgerCareextendsMedicaid coverage
to uninsured children and parentswithincomesat or
bel ow 185% of thefederal poverty level and who meet
other program requirements. BadgerCarerecipients
recelvethe same heal th benefitsasWisconsin Medicaid
recipientsand their health careisadministered through
thesamedéivery system.

Medicaid and BadgerCarerecipientsenrolled in state-
contracted HMOs are entitled to at |east the same
benefitsasfee-for-servicerecipients, however, HMOs
may establishtheir own requirementsregarding prior
authorization, billing, etc. If you arean HM O network
provider, contact your managed care organization
regardingitsrequirements. Information containedin
thisand other Medicaid publicationsisused by the
DHCFto resolvedisputesregarding covered benefits
that cannot be handled internally by HM Osunder
managed carearrangements.

Verifying Eligibility

Wisconsin Medicaid providersshould dwaysverify a
recipient’seligibility before providing services, bothto
determinedligibility for the current dateand to
discover any limitationsto the recipient’s coverage.
WisconsnMedicaid' sEligibility Verification System
(EVS) providesdigibility information that providers
can access a number of ways.

Refer to the Important Telephone Numbers page at the
beginning of thissection for detailed information on the
methodsof verifying digibility.

Handbook Organization

TheHospital ServicesHandbook consistsof the
following sections:

e Inpatient Services.

e Outpatient Services.

In additionto the Hospital ServicesHandbook, each
Medicaid-certified provider isissued acopy of theAll-
Provider Handbook. The All-Provider Handbook
includesthefollowing sections:

ClamsSubmission.

e Coordination of Benefits.

e Coveredand Noncovered Services.

e Prior Authorization.

e Provider Certification.

e Provider Resources.

*  Provider Rightsand Responsihilities.
* Recipient Rightsand Responsibilities.

Legal Framework of
Wisconsin Medicaid and
BadgerCare

Thefollowing lawsand regulations providethelega
framework for Wisconsin Medicaid and BadgerCare:

Federal Law and Regulation

e Law: United States Social Security Act; TitleX1X
(42 US Code ss. 1396 and following) and Title
XXI.

* Regulation: Title42 CFR Parts430-498 — Public
Health.

Hospital Services Handbook — Inpatient Services Section & September 2003 7



Wisconsin Law and Regulation

e Law: Wisconsin Statutes: Sections49.43-49.499
and 49.665.

*  Regulation: WiscongnAdminigtrative Code,
Chapters HFS 101-108.

Handbooks and W sconsin Medicaid and Badger Care
Updatesfurther interpret and implement theselaws
andregulations.

Handbooksand Updates, maximum alowablefee
schedules, hel pful telephone numbersand addresses,
and much moreinformation about Wisconsin Medicaid
and BadgerCareareavailableat thefollowing Web
gtes

www.dhfs.state.wi.ug/medicaid/.
www.dhfs.state.wi.us/badgercare/.

Medicaid Fiscal Agent

The DHFS contractswith afisca agent, whichis
currently EDS.

8 Wisconsin Medicaid and BadgerCare & September 2003



Medicare
certification does
not automatically
certify a hospital
with Wisconsin
Medicaid.

Provider Information

The Inpatient Services section of the Hospital
ServicesHandbook includesinformation for
inpatient stays at acute care general hospitals
and ingtitutionsfor mental disease (IMD), such
as covered sarvices, reimbursement

methodol ogy, and claimssubmission
information that appliesto fee-for-service
Medicaid providers.

Provider Eligibility and
Certification

Wisconsn Medicaid certifieshospitalsaseither
acute care general hospitals or IMDs and
basesthe hospital certification onthehospital’s
eligibility for certification with Medicareor with
the Joint Commission on Accreditation of
Hedlthcare Organizations.

Wisconsin Medicaid certifies acute care genera
hospitalsand IMDs according to HFS 105.07
and 105.21, Wis. Admin. Code, respectively. A
facility determined by the Wisconsin
Department of Health and Family Servicesto
be an IMD may not be certified as an acute
care general hospital under this section.

M edicare certification does not automatically
certify ahospital withWisconsn Medicaid.

TheWisconsin Medicaid hospital certification
packet contains detailed requirementsfor
certification. Providers are required to meet
these requirements and report necessary
changesto Wisconsin Medicaid. For more
information on becoming certified, or to obtain
acertification packet, contact Provider Services
at (800) 947-9627 or (608) 221-9883 or visit
the Wisconsin Medicaid Web Site at
www.dhfs.state.wi.us/medicaid/.

Professional and Other Services
Needing Separate Certification
Certain providerswho provide professional and
other serviceswithin aninpatient hospita require
separate Medicaid certification for the providers.
Theseincludethefollowing:

e Air,water, and land ambulanceproviders.
*  Anesthesologis assgants.

* Audidogids.

* Cetifiedregistered nurseanesthetists.

e Chiropractors.

e Dentigs

»  Durablemedica equipment and disposable
medical suppliessuppliersfor nonhospital
use.

* Hearingaid providers.

*  Nursemidwives.

*  Nursepractitioners.

*  Optometrigts.

*  Pharmacies(for take-home drugson the
date of discharge).

* Physician assstants.
* Physcians.

e Podiatrists.
* Psychiatrists.
* Psychologigs.

»  Specidizedmedica vehicleproviders.

For moreinformation on Medicaid provider
certification, refer to theAll-Provider Handbook.

Approved Hospital Facility

Only Medicaid-covered servicesprovided by a
certified hospita facility aredigiblefor payment
under Wisconsin Medicaid’sinpatient hospital
payment formula. Wisconsin Medicaid defines
“hospital facility” asthephysica entity, surveyed
and approved by the Division of Supportive
Living, Bureau of Quality Assurance (BQA)
under ch. 50, Wis. Stats. The BQA facility
approval survey coversthe building that the
hospital identifiesascongtitutingitsoperation.

Hospital Services Handbook — Inpatient Services Section & September 2003 9
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Information

Thisbuilding must meet strict fireand life
safety codes and administrative and program
standards specifically required by the BQA for
hospitals. Wisconsin Medicaid considersthe
uniquecostsof hospital functions, including
safety code compliance, in the determination of
hospital inpatient servicesreimbursement rates.

CLIA Certification

Congressimplemented theClinica Laboratory
Improvement Act (CLI1A) to improve the
quality and safety of laboratory services. CLIA
establishes standards and enforcement
procedures.

CLIA requiresall laboratoriesand providers
performing tests for health assessment or for
thediagnoss, prevention, or trestment of disease
or healthimpairment to comply with specific
federal quality standards.

Wisconsin Medicaid complieswith thefollowing
federa regulationsasinitially publishedand

subsequently updated:
* PublicHedth Service CLIA of 1988.
* 42 CFR Part 493.

CLIA governsdl |aboratory operations,including
thefollowing:

e Accreditation.

e Cetification.

e Equipment.

o Fadlity sandards.
e Fees

e Instrumentation.
e Maeids

»  Patient test management.
*  Personnd qudifications.
» Proficiency testing.

*  Qudlity assurance.

e Qudity control.

*  Reagents

*  Recordsand information systems.
*  Sanctions.

*  Supplies

*  Test methods.

e Tests performed.

Claimsfor laboratory tests performed by
hospita providerswithout valid CLIA
certification, including anidentification number,
are subject to Medicaid recovery.

ToobtainaCLIA certification application, write
tothefollowing addressor call:

Clinical Laboratory Unit
Bureau of Quality Assurance
Divisionof SupportiveLiving
PO Box 2969

Madison WI 53701-2969
(608) 266-5753

Provider
Responsibilities

Refer tothe Provider Rightsand Respongbilities

section of the All-Provider Handbook for

specificrespongbilitiesasaM edicaid-certified

provider. Thissectionincludesdetailed

information concerning, but not limited to, the

following:

e Additional state and federal requirements.

e Fair treatment of the recipient.

e Groundsfor provider sanctions.

* Maintenance of records.

* Recipient requests for noncovered
services.

*  Sevicesprovided to arecipient during
periodsof retroactivedigibility.

Verifying Recipient Eligibility
Wisconsin Medicaid hospital providersshould
alwaysverify arecipient’sdligibility before
delivering services, both to determinedigibility
for the current date and to discover any

limitationsto therecipient’ scoverage. Wisconsin

Medicad sEligibility Verification System (EVS)
providesdigibility information that providers
can access a number of ways.

Refer to the Recipient Rightsand
Responsibilitiessection of theAll-Provider

Handbook for information about these methods

of verifying eigibility. Refer to the Important
Telephone Numbers page at the beginning of
thissection for detail ed information on how to
usethemethodsof verifying digibility.

10 wisconsin Medicaid and BadgerCare & September 2003
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Wisconsin
Medicaid does not
reimburse for
infant claims
submitted under
the mother’s
identification
number beyond
the first 10 days of
the infant’s life.

Special Benefit Categories

SomeMedicaid recipients covered under
specia benefits categorieshavelimited
coverage. Medica status codes received
through the EV Sidentify recipientswith limited
benefits. Providers may refer to the Recipient
Rightsand Responsibilities section of theAll-
Provider Handbook for moreinformation on
the different specia benefits categories.

Medicaid Managed Care Coverage

Theinformationin thishandbook appliesto
fee-for-service recipients who receive hospital
services. Medicaid HMOs may have different
policiesregarding hospital services. For Medicad
HMO or managed care policy, contact the
appropriate managed care organization.
Wisconsin Medicaid HMOs are required to
provide at least the same benefits as those
provided under fee-for-service arrangements.

Copayments and Billed Amounts

Except for the copayment exemptions noted in
theAll-Provider Handbook, all recipientsare
responsiblefor paying part of the costsinvolved
in obtaining hospital services. The copayment
for inpatient hospital servicesis$3.00 per day
(up to $75.00 per stay).

For more information on copayment and
copayment exemptions, refer to theAll-
Provider Handbook.

Collection of Copayment

Providers who perform services that require
recipient copayment are required to make a
reasonable attempt to collect that copayment
from the recipient. The provider may not waive
the recipient copayment requirement unlessthe
provider determinesthat the cost of collecting
the payment, coinsurance, or deductible
exceeds the amount to be collected. Providers
may not deny servicesto arecipient for failing
to make a copayment.

Recipient Freedom from Liability for
Covered Services

Providers may not chargearecipient for
covered services and items furnished under
Wisconsin Medicaid except for Wisconsin
Medicaid recipient copayments, if gpplicable. At
the sametime, providers may not deny services
to recipientswho do not make copayments.

A provider may not chargearecipient for
covered servicesif theprovider failsto:

e Comply withWisconsn Medicaid policy
and isdenied Medicaid reimbursement.

*  MeetWisconsnMedicaid program
requirements.

e Seek or obtain necessary prior
authorization to performthe servicesand is
denied Medicaid reimbursement.

Newborn Reporting

Wisconsin Medicaid doesnot rembursefor
infant claims submitted under the mother’s
identification number beyond thefirst 10 days
of theinfant’slife.

Hospitalsarerequired to promptly report
newborns born to fee-for-service Medicaid
recipientstoWisconsn Medicaid. Establishing
anewborn’sMedicaid digibility resultsin
better health outcomes and fewer delaysin
provider reimbursement.

Hospitals may report newborns born to
Medicaid recipientsby submittingaWisconsin
Medicaid Newborn Report, or another form
devel oped by the hospital that containsal the
sameinformation, toWisconsin Medicaid. Refer
to Appendix 11 of this section for asample
Wisconsin Medicaid Newborn Report form.

Hospitals have the option of sending newborn
reportsin asummary format on aweekly basis
toWisconsin Medicaid or asindividua reports
for each newborn. However, the summary
report must contain all theinformation provided
in the Newborn Report form.

Hospital Services Handbook — Inpatient Services Section & September 2003 11
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Information

If possible, the Newborn Report should be
submitted to Wisconsin Medicaid withthechild's
given name (first and last name), rather than
“baby boy” or “baby girl” asthefirst name. The
four-digit year should beincluded when
reporting the child'sdate of birth. (Toreport a
child'sdate of death, the two- or four-digit year
format may be used). Wisconsin Medicaid still
requires hospitalsto submit the newborn report
ininstancesinwhichthe baby isborn alive, but
doesnot survive.

Submit the Newborn Report to Wisconsin
Medicaid by mail or fax to thefollowing
addressor fax number:

Newborn Reporting
PO Box 6470
Madison WI 53716
Fax: (608) 224-6318

Thisinformation on newborn reporting pertains
to the birth of anewborn to aMedicaid
recipient who isnot enrolled inan HMO.

Under the M edicaid managed care contract,
HMOs are required to report to Wisconsin
Medicaid the birth of a newborn to amother
enrolled in an HMO. Because of this
requirement, hospitalsand HM Os should
coordinate the newborn reporting function to
prevent duplicate reporting by the hospital and
HMO of the same newborn. Following these
procedures assures more timely reimbursement
for services provided to infants.

Oncethe completed Newborn Reportis
submitted to Wisconsin Medicaid, thefollowing
procedurestake place:

e A pseudo (temporary) Medicaid
identification number isassignedtothe
newborn, regardless of whether the
newbornisnamed (if Medicaid digibility is
not yet onfile).

* A Medicaid Forward cardiscreated for the
child and sent to the mother as soon asthe
child'sdigibility isput onfile.

*  Wisconsin Medicaid sendsaletter tothe
mother, notifying her of thechild's
eligibility. Theletter also containsa
statement that the mother isrequired to
sign, stating that the baby has continued to
livewith her since birth. She must send this
statement to her county or tribal eligibility
worker inthe envelope provided and is
requiredtotell her eigibility worker that
she has a new baby with atemporary
Medicaid identification number.

e A copy of thisletter isa so sent to the
county economic support agency.

e Once the mother notifies her worker and
her child hasreceived a Social Security
number, apermanent Medicaid number is
assigned tothechild.

»  Thehospita receives acopy of the
eligibility notification | etter sent to the
child’smother asconfirmation.

Providerswith questionsregarding newborn
eligibility may contact Provider Servicesat
(800) 947-9627 or (608) 221-9883.

12 wisconsin Medicaid and BadgerCare & September 2003
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Wisconsin
Medicaid
considers a
recipient an
inpatient when
the recipient is
admitted to the
hospital as an
inpatient and is
counted in the

midnight census.

Covered Services and Related

Limitations

Inpatient Services
Requirements

Wisconsin Medicaid requiresthat inpatient
servicesmeet dl thefollowing criteria

e Thecareisdirected by aphysician or
dentist.

e Therecipient meetsWisconsnMedicaid
criteriafor inpatient status.

* Theservicesaremedically necessary.

Medically Necessary Care

Wisconsin Medicaid requiresthat inpatient
services be medicaly necessary. HFS
101.03(96m), Wis. Admin. Code, defines
“medically necessary” as a Medicaid-covered
servicethat is:

(@ Requiredto prevent, identify or treat a
recipient’sillness, injury or disability; and,
(b) Meetsthefollowing standards:

1. Iscondstentwiththerecipient’s
symptomsor with prevention, diagnosis
or treatment of the recipient’sillness,
injury or disghility;

2. Isprovided congstent with standards
of acceptable quality of care applicable
to the type of service, the type of
provider and the setting in which the
serviceisprovided;

3. Isappropriate with regard to generaly
accepted standards of medical practice;

4. Isnot medicdly contraindicated with
regard to the recipient’s diagnoses, the
recipient’ssymptomsor other
medically necessary servicesbeing
provided to therecipient;

5. Isof proven medical vaueor
usefulness and, consistent with s. HFS
107.035, isnot experimental in nature;

6. Isnot duplicativewith respect to other
servicesbeing provided to therecipient;
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7. Isnot solely for the convenience of the
recipient, therecipient’sfamily or a
provider;

8. With respect to prior authorization of a
service and to other prospective
coverage determinations made by the
department, is cost-effective compared
to an aternative medically necessary
service which isreasonably accessible
totherecipient; and,

9. Isthemost appropriate supply or level
of service that can safely and
effectively be provided to the recipient.

The Externa Review Organization (ERO)
performs a health care quality assurance/
utilizationreview of certaininpatient hospital
servicesto determine medica necessity and
appropriateness. For moreinformation, refer to
“External Review Organization | npatient
Review” inthis chapter for information on the
ERO under contract with the Wisconsin
Department of Health and Family Services
(DHFS).

Care Must Be Physician or Dentist
Directed

The care and treatment of hospital inpatients
are required to be under the direction of a
physicianor dentist inaningtitution certified
under HFS 105.07 or 105.21, Wis. Admin. Code.

Inpatient Status

General Requirement

Wisconsin Medicaid considersarecipient an
inpatient when the recipient is admitted to the
hospital asan inpatient and iscounted in the
midnight census. In situationswhen areci pient
inpatient admission occursand the recipient
dies, isdischarged following an obstetrical Say,
or istransferred to another facility on the day of
admission, therecipient isalso considered an
inpatient of the hospital.
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Inpatient and Outpatient Services for
Same Date of Service

In accordance with HFS 107.08(4)(a)4, Wis.
Admin. Code, if inpatient and outpatient
services are provided for the same recipient, at
the same hospital, on the same date of service
(DOS) asthe date of the inpatient hospital
admission or discharge, the outpatient services
are not separately reimbursed and must be
included ontheinpatient claim. Thisdoesnot
include reference |aboratory services. Include
outpatient claimson the samedate of admission
or date of dischargefor the hospital onthe
inpatient claim.

Under HFS 107.08(3)(c)4, Wis. Admin. Code,
Wisconsin Medicaid does not reimburse
outpatient claimsfor servicesprovided to an
inpatient in another hospital, except onthe date
of admission or the date of discharge. For any
other day during theinpatient stay, the hospital
providing the outpatient services must arrange
payment with theinpatient hospital.

Transfers

Patient transfers may be reviewed by the ERO
or the DHFSfor medical necessity. If the
transfer isdetermined to have been medically
necessary, both thetransferring and receiving
hospital will bepaid thefull diagnosis-related
group (DRG) amount for the patient’s
discharge.

Transfers to Institution for Mental
Disease Hospitals

Aninpatient at aningtitution for mental disease
(IMD) may transfer to an acute care genera
hospital, then return to the IMD and eventually
be discharged from the IMD. If the patient’s
absence from the IMD and simultaneous stay
at the acute care general hospitd is three or
fewer consecutive days, Wisconsin Medicaid
reimburses the IMD for one DRG discharge
payment. The recipient’s payment coversthe
period before and the period after the stay at
the acute care general hospital.

If the patient does not return to the IMD after
theacute care general hospita stay, Wisconsin
Medicaid rembursesthelMD oneDRG

payment for the patient’s stay prior to hisor her

transfer to the acute care general hospital.

Three or fewer consecutive days meansthe
patient is absent or on leave from the IMD for
three or fewer consecutive IMD midnight
census counts.

If the patient’s stay at the acute care genera
hospital is more than three consecutive days,
Wisconsin Medicaid reimbursesthe IMD with
one DRG discharge payment for the patient’s
stay at the IMD prior to going to the acute
care genera hospital. If the patient returnsto
the IMD, Wisconsin Medicaid rembursesthe
IMD asecond DRG discharge payment for
the period after the acute care genera hospital
stay. Inthissituation, the IMD must separately
bill for the two periods so that the IMD may
receive two DRG discharge payments.

Wisconsin Medicaid reimburses the acute care
hospital to which the patient was transferred
for the medically necessary stay without regard
to the patient’s length of stay. The acute care
hospital ispaid a DRG discharge payment
without regard to which condition described
above appliesto the IMD.

Any payment to the IMD for apatient’s stay is

subject tothe person’seligibility for Medicaid
coverage for their stay at the IMD.

Same Day Admission — Death

If arecipient is admitted and dies before the
midnight census on the same day of admission,
therecipient isconsidered an inpatient.

Same Day Admission/Discharge —
Obstetrical and Newborn Stays

Wisconsin Medicaid doesnot haveapolicy on
length of maternity stays. The length of a
maternity stay isbased onthe physician’s
judgement of what is medically necessary. A
woman may elect to be discharged on the
same day she delivers. A hospitd stay is
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Wis. Admin. Code,
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are provided for the
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on the same date of
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the date of the
inpatient hospital
admission or
discharge, the
outpatient services
are not separately
reimbursed and
must be included on
the inpatient claim.



considered an inpatient stay when arecipientis External Review
admitted to ahospital and deliversababy, even

when the mother and baby are discharged on O rgan Ization In pat' ent
thedate of admission (i.e., they arenotincluded ~ Review

inthemidnight census). ThisMedicaid policy
appliesto the baby’s stay, aswell asthe
mother’s stay, and when the mother and/or
newborn aretransferred to another hospital .

The ERO, under contract with the DHFS,
reviewsthequality and utilization of inpatient
hospital servicesprovidedto Medicaid
recipients. The ERO inpatient review includes
apre-admission review (PAR) by telephone

Inappropriate Inpatient Admissions . ! .
pprop P and aretrospective medical record review of

Payment for inpatient carewhich could have varioustypesof hospitalizations. Refer to o

been performed on an outpatient basismay not A pnendix 3 of thissection for moreinformation |4 2

exceed the facility’s outpatient rate-per-visit about the ERO review process, 23

paid. If apayment has been made, Wisconsin a2

Medicaid recovers the difference between the ~ The hospital representativeisasorequiredto 5§ g

payment and the outpatient rate-per-visit. contact the ERO for post-admission screening § =3
of Medicaid recipientsand to obtain acontrol S'o

Inappropriate Discharge and number for claims submission. ” a2

Readmission Providersmay contact the ERO Monday

If ERO determinesthat it was medically through Friday, from 8:00 am. to 4:30 p.m. at

inappropriate for apatient to have been (800) 833-7247 or (608) 274-3832.

discharged from ahospital and asaresult, that

patient needed to be readmitted to ahospital, Case-Specific Control Number

Wisconsin Medicaid will not issueapayment - : : -
o : : A Hospitals are required to obtain a case-specific

for thefirst discharge. Wa:j s;conflJI n Mhedl caidwill control number from the ERO for all

recoup any payment macie under these admissions subject to PAR. The 10-diigit

cireumstances. control number must appear in Item 2 of the

o ] UB-92 claim form for payment of claims.
Admission for Observation Purposes

Wisconsin Medicaid doesnot re mburseclams

Hospitals are In some cases, an outpatient recipient may be ) o iy
required to obtain  admitted for observation for aportion of the wgan;tt_edfor hospﬂal;aq onsrequiring

a case-specific day. Because the recipient is not admitted as pr " r&solzr\;cr)postt rplsoges;creml ng
control number aninpatient and countedinthemidnight census, ~ W!thout @ =R control number.

from the ERO for he or sheisnot an inpatient.

all admissions

subject to PAR. Emergency Room Services
Wisconsin Medicaid considersemergency
room servicesto be outpatient services unless

Retrospective Inpatient Medical Record
Review

The ERO'sretrospective inpatient medical
record review may includethefollowing

therecipient isadmitted to the hospital and categories

counted in the midnight census. Refer to * Inpatient hospital.

“Inpatient and Outpatient Servicesfor theSame . |ppatient servicessuch as, but not limited
Date of Service” in this chapter for information to, operating room and recovery room
on recipientswho are admitted asinpatients Svices

after recetving emergency room services, «  Mental health/substance abuse (al cohol and

other drug abuse).
* Randomsamples.
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*  Readmissonwithin 31 days.
*  Short stays.
*  Sugpect PARadmissons.

Each case selected for review by the ERO is
reviewed for quality of care(including
appropriateadmission and discharge) using
Division of Hedlth CareFinancing (DHCF)-
approved predetermined quality of carecriteria

Casesinwhichan applicationfor Medicad
eigibility issubmitted at thetimeof admission
or a any point during an inpatient stay are
subject tothe ERO review process. If Wisconsn
Medicaid determinesthat therecipientisedligible
for coverage before discharge, the hospital is
required to notify the ERO of the hospitalization
before submitting their reimbursement claim to
Wisconsin Medicaid so that the ERO can
assignacontrol number for the hospitalization.

Medical/Surgical Review Cases in which an

?, 2 Retrospective Inpatient Institution for application for

=Ml Hospitasareresponsiblefor contacting the The ERO retrospectiveinpatient IMD medical submitted at the

W=l RO for PAR of thefollowing admissions: record review may include, but isnot limited o, time of admission or

o 2 thefollowing categories: at any point during

g E hd A” elaitlveajml$0n8f0r SJI’gICd L . an inpatient stay are

S proceduresidentifiedon ERO'soutpatient ~ *  Substanceabusehospitdization staysless subject to the ERO
procedurelist. The ERO periodically than three days. review process.

revisesand providesthelist to hospitals.

* Alldectivemedica admissons(excluding
mai ntenance chemotherapy). Wisconsin
Medicaid definesan el ectivehospitalization
asan admission that may bedelayed
without substantial risk to the health of the

patient.

Inpatient Psychiatric/Substance
Abuse Review

Preadmission Review Requirements

Hospitalsare responsible for contacting the
EROfor PARsof thefollowing admissions:

* All dectiveadmissonstoan IMD for
patients age 65 and over.

e All dectivepsychiatricadmissionsto acute
caregenera hospitals.

e All psychiatricadmissonsof individuas
under age21to IMDs.

*  All substance abuseadmissionsto acute
caregenera hospitals.

A hospitd representativewhoisknowledgegble
of the patient’s condition isrequired to contact
the ERO within two working days of the
patient’sadmissionto completetheadmission
screening and to obtain acase-specific control
number for claimssubmission.

»  Substanceabusehospitdizationsidentified
on PAR.

e |nstitutionfor menta discase

hospitalizationsof individualsunder theage
of 21.

The ERO reviews each case for quality of
care using predetermined quality criteria

Specific Procedure
Requirements

Abortions

Coverage Policy

In accordance with s. 20.927, Wis. Stats,,
Wisconsin Medicaid coversabortionswhen
oneof thefollowing Situationsexists:

1. Theabortionisdirectly and medically
necessary to savethelife of thewoman,
provided that prior to the abortion the
physician attests, based on hisor her best
clinical judgement, that theabortion meets
thiscondition by signing acertification.

2. Inacaseof sexua assault or incest,
provided that prior to the abortion the
physician atteststo hisor her belief that
sexua assault or incest has occurred by
signing acertification, and provided that the
crime has been reported to the [aw
enforcement authorities.
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When an abortion
meets the state
and federal
requirements for
Medicaid payment,
Wisconsin
Medicaid covers
office visits and all
other medically
necessary related
services.

3. Duetoamedical conditionexisting prior to
the abortion, the physician determinesthat
theabortionisdirectly and medically
necessary to prevent grave, long-lasting
physical health damageto thewoman,
provided that prior to the abortion, the
physician attests, based on his or her best
clinical judgement, that the abortion meets
thiscondition by signing acertification.

Covered Services

When an abortion meetsthe state and federal
requirementsfor Medicaid payment, Wisconsin
Medicaid coversofficevisitsand al other
medicaly necessary related services. Wisconsin
Medicaid coverstreatment for complications
arising from an abortion, regardless of whether
the abortion itself was a covered service.
Because the complications represent new
conditions and thus the services are not directly
related to the performance of an abortion.

Coverage of Mifeprex

Wisconsin Medicaid reimbursesfor Mifeprex
(also known as RU-486 in Europe) under the
same coverage policy that it reimburses other
surgical or medical abortion procedures under
s. 20.927, Wis. Stats. Under federa law, only
physiciansmay obtain and dispense Mifeprex.

When submitting claimsfor Mifeprex, providers
arerequired to:

*  UsetheHedthcare Common Procedure
Coding System (HCPCS) code S0190
(Mifepristone, oral, 200 mg), type of
service (TOS) “1,” for thefirst dose of
Mifeprex, dlongwiththeevauation and
management (E& M) codethat reflectsthe
serviceprovided.

e UsetheHCPCS code S0191 (Misoprostol,
oral, 200 mcg), TOS*1,” for the drug
givenduring thesecondvist, dongwiththe
E&M code that reflects the service
provided.

e Forthethird visit, usethe E& M code that
reflectsthe service provided.

* Includetheappropriate | nternational
Classification of Diseases, Ninth Revision,
Clinical Modification abortion diagnosis
codewith each claim submission.

»  Attachtoeachclaimacompleted abortion
certification statement that includes
information showing thesituationisone
whereWisconsin Medicaid coversabortion.

Note: Wisconsin Medicaid deniesclaimsfor
Mifeprex reimbursement when billed
withaNationa Drug Code.

Physician Counseling Visits Under
s. 253.10, Wis. Stats.

Section 253.10, Wis. Stats., providesthat a
woman's consent to an abortion isnot
considered informed consent unless at least 24
hours prior to an abortion aphysician has
personally provided thewoman with certain
information. That information includes, anong
other things, al of thefollowing:

e Whether thewoman ispregnant.

e Maedical risksassociated withthewoman's
pregnancy.

o Detailsof the abortion method that would
be used.

e Medicd risksassociated with the particular
abortion procedure.

e “Any other information that areasonable
patient would consider material and
relevant to adecision of whether or not to
carry achild to birth or to undergo an
abortion.”

Wisconsin Medicaid will cover an officevisit
during which aphysician providesthe
information required under s. 253.10, Wis.
Stats., even if the woman decidesto undergo
an abortion and even if the abortion isnot
Medicaid covered.

Pursuant to s. 253.10, Wis. Stats., the DHFS
hasissued preprinted material summarizing the
statutory requirements under s. 253.10, Wis.
Stats. Providersmay contact their local health
departmentsfor these materias.
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Services Incidental to a Noncovered
Abortion

Servicesincidental to anoncovered abortionare
not covered by Wisconsin Medicaid. Such
servicesinclude, but are not limited to, any of
thefollowing serviceswhendirectly related to
the performance of anoncovered abortion:

e Laboratory testing and interpretation.
*  Recovery room services.

e Trangportation.

*  Routinefollow-upvisits.

»  Ultrasound services.

Services Performed by Providers of a
Noncovered Abortion

A Medicaid provider performsanoncovered
abortion on aMedicaid recipient. The provider
claims reimbursement for other servicesthat
were provided to the same recipient between
nine months prior to and six weeks after the
noncovered abortion. Wisconsin Medicaid
requiresthe provider inthissituation to comply
withthefollowing requirements:

»  All claimsmust be submitted on paper, not
eectronicaly.

* Eachcdammus havethefollowing signed
written statement:

vV NoservicebilledtoWisconsin
Medicaid on the attached claim form
was directly related to the performance
of anon-M edicaid-covered abortion
procedure. | understand that this
statement is a representation of a
materia fact madeinaclam for
payment under Wisconsn Medicaid
within the meaning of s. 49.49, Wis.
Sats, and HFS 106.06(17), Wis. Admin.
Code. Accordingly, if thisstatement is
fase, | understand that | am subject to
crimina prosecutionfor Medicaid
fraud or termination asaMedicaid
provider, or both.

Vv Provider's name.

vV Provider’'sMedicaid number.

Vv Provider’ssignatureand date.

Hysterectomies

WisconsnMedicaid doesnot cover hysterectomy
proceduresif thesoleor primary diagnosisis
uncomplicated fibroids, fallen uterus, or
retroverted uterus. Another diagnosismust
coexist which, by itsdlf, would indicateamedical
need for the surgery.

Reimbursement for hysterectomiesrequires an
Acknowledgment of Receipt of Hysterectomy
Information form to be completed by the
physician or hospital before surgery and
attached to the UB-92 claim form, except in
the circumstances described in the next section.

Physician Certification for Hysterectomy
Performed Without Acknowledgment of
Receipt of Hysterectomy Information
Form

Wisconsin Medicaid may cover ahysterectomy
without avalid Acknowledgment of Receipt of
Hysterectomy Information form if any of the
following statementsaretrue:

* Therecipient wasaready sterileandthe
physician atteststo the cause of Sterility.
Thismay include menopause.

»  Thehysterectomy was performed during a
period of retroactiverecipient digibility and
therecipient was one of thefollowing:

V' Informed before the operation that the
procedure would make her permanently
incapable of reproducing and the
physician providesevidencethat this
was done.

Vv Already sterile, and thephysician
atteststo the cause of sterility.

Vv Inalife-threatening emergency
situation that required a hysterectomy
and the physician states the nature of
theemergency.

*  Thehysterectomy was required because of
alife-threatening emergency situation, and
the physician determined that aprior
acknowledgment of recei pt of
hysterectomy information wasnot possible
and the physician statesthe nature of the
emergency.
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Wisconsin
Medicaid does not
cover
hysterectomy
procedures if the
sole or primary
diagnosis is
uncomplicated
fibroids, fallen
uterus, or
retroverted uterus.
Another diagnosis
must coexist
which, by itself,
would indicate a
medical need for
the surgery.



A sterilization is
any surgical
procedure
performed with
the primary
purpose of
rendering an
individual
permanently
incapable of
reproducing.

With respect to the previous statements,
Wisconsin Medicaid reguiresthephysicianto
certify thecircumstancesinwritinginasigned
and dated statement, such asan
Acknowledgment of Recel pt of Hysterectomy
Information form, or with other appropriate
documentation attached to the physician’s
claim, such aspreoperative history and physical
exam documentation and an operativeand
pathology report.

Refer to the Physician Handbook for more
information on documenting thereceipt of
hysterectomy information and asample
Acknowledgment of Receipt of Hysterectomy
Information form.

Second Opinion

Wisconsin Medicaid requiresasecond opinion
for payment of hysterectomies except in
emergency or other specia situations. Refer to
theWisconsin Medicaid Physi cian Handbook
for moreinformation on second opinionsand
second opinionwaivers.

Organ and Bone Marrow
Transplants

Wisconsin Medicaid coversthefollowing
transplants and the cost of the organs, when
appropriate and medically necessary, in
approved hospitalsas determined by Wisconsin
Medicad:

¢ Bonemarrow.

e Cornea

e Heart.

e Heat-lung.
o Kidney.

e Liver.

e Lung.

e Pancress.

e Smadl bowd.

Before making areferral to an approved
ingtitution, hospitalsand physiciansarerequired
to contact the facility to determine whether the
facility currently accepts M edicaid recipient
referras. A partid list of Wisconsin Medicaid

Hospital Services Handbook — Inpatient Services Section & September 2003 19

organtransplant ingtitutionsisincludedin
Appendix 13 of thissection. Hospital providers
who seek reimbursement for recipientsneeding
transplants (except kidney and cornea) are
required to request and receive Medicaid prior
authorization (PA). Refer to the Prior
Authorization chapter of thissectionfor PA
information.

Trangplant hospital sarerequired to bemembers
of the Organ Procurement and Transplantation
Network or approved by the Centers for
Medicareand Medicaid Services(CMS) and
havewritten protocolsfor identifying potential
organ donors. Hospitalsarerequired to obtain
all organsthrough the organ procurement
organization (OPO) designated under 42 CFR
Part 486. A hospital that procuresan organ in-
house must abide by the rules of protocol as
established by itsrespective OPO. Refer to
Appendix 2 of thissection for procedure codes
for organ acquisition and storage charges.

Sterilizations

A gerilizationisany surgica procedure
performed with the primary purpose of
rendering anindividua permanently incapable
of reproducing. Thisdoesnotinclude
proceduresthat, whilethey may resultin
sterility, have adifferent purpose such asthe
surgical removal of a cancerous uterus or
cancerous testicles.

Medicaid rembursement for sterilizationis
dependent on providersfulfilling al federal and
state requirements cited below and satisfactory
completion of an informed consent statement.
Federal and state regulations require that the
informed consent statement meet al of the
following criteria

» Atleast 30days, excluding the consent and
surgery dates, but not more than 180 days,
have passed between the date of written
consent and the sterilization date, exceptin
the case of premature delivery or
emergency abdominal surgery if:

Vv Inthecase of premature delivery, the
sterilizationisperformed at thetime of
premature delivery and written
informed consent wasgiven at least 30
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days before the expected date of
delivery and at least 72 hoursbefore
the premature delivery. The 30 days
excludesthe consent and surgery dates.

V' Thesterilizationisperformed during
emergency abdominal surgery and at
least 72 hours have passed since the
recipient gavewritteninformed
consent for sterilization.

e Therecipient givesvoluntary informed
written consent for Sterilization.

e Therecipientisat least 21 yearsold onthe
datetheinformed written consentis
obtained.

e Therecipientisnot amentally incompetent
individua . Wisconsin Medicaid definesa
“mentally incompetent” individual asa
personwhoisdeclared mentally
incompetent by afederal, state, or local
court of competent jurisdiction for any
purpose, unlesstheindividual hasbeen
declared competent for purposeswhich
includetheahility to consent to sterilization.

e Therecipientisnot ingtitutionalized.

Documentation Requirements

When submitting claimsfor sterilizations,
hospitalsarerequired to attach acompleted
copy of the sterilization consent formwith the
UB-92 claim form. Refer to the Claims
Submission chapter of thissectionfor more
information on submitting sterilization claims.

Hospitalsareencouraged to usetheMedicaid
Sterilization Informed Consent form beforeall
sterilizationsto ensure payment in the event
that the patient receivesMedicaid retroactive
eligibility. Refer totheMedicineand Surgery
Section of theWisconsin Medicaid Physician
Services Handbook for asampleform.

If the performing physician hasnot done so,
hospitals are required to attach a copy of the
Sterilization Informed Consent form to the UB-
92 clamformfor Medicaid payment of
Serilizations.

Sterilization Informed Consent Statement

Therecipient isrequired to givevoluntary
written consent on afederaly required informed
consent statement. Sterilization coverage
requires accurate and thorough completion of a
consent form. The performing physicianis
responsiblefor obtaining consent. Any
corrections to the statement are required to be
signed by the physician and/or recipient, as
appropriate. Refer to the Physician Services
Handbook for moreinformation oninformed
consent statements.

Signaturesand signature dates of therecipient,
physician, and the person obtaining the consent
are mandatory. Surgeons failure to comply
withall the sterilization requirementsresultsin
denial of thesterilization claims.

Institution for Mental
Disease Services

Certification of Need
Requirements

Federal and state regulations require providers
to conduct and document a Certification of
Need (CON) assessment for al recipients
under the age of 21 who are admitted to a
psychiatric or substance abuse IMD for
elective/urgent or emergency psychiatric or
substance abuse trestment services.

Elective/Urgent Admissions

Providersarerequired to completeand
document an elective/urgent CON assessment
prior toal eective/urgent admissonsfor all
recipients under the age of 21. Refer to
Appendix 4 of thissection for areproducible
Certification of Need for Elective/Urgent
Psychiatric Substance Abuse Admissionsto
Hospitdl Ingtitutionsfor Mental Diseasefor
RecipientsUnder Age 21 formand completion
indructions. Maintain completed formsin
recipients medical records.
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Federal and state
regulations require
providers to
conduct and
document a
Certification of
Need (CON)
assessment for all
recipients under
the age of 21 who
are admitted to a
psychiatric or
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urgent or
emergency
psychiatric or
substance abuse
treatment services.



Providers are
required to
complete and
document an
emergency CON
assessment
within 14 days of
admission for
emergency
admissions for
recipients under
21 years of age.

Asspecifiedin42 CFR Part 441.153, elective/
urgent admissionsrequire anindependent team
to completetheelective/urgent CON
assessment. Thisindependent teamisrequired
to meet thefollowing requirements:

* Theteamisrequiredto consst of at least
twoindividuals, oneof whomisaphysician.

e Theteam membersarerequired to have
competencein the diagnosis and treatment
of mental illness, preferably inchild
psychiatry.

e Theindividudsarerequiredto have
knowledge of therecipient’ssituation.

None of the members of the independent team
may have an employment or consultant
relationshipwith theadmitting facility. A
referring or admitting physician may be apart
of the independent team if he or she does not
have an employment or consultant relationship
with the admitting facility and meetsthe
independent team requirementslisted above.
Each team member isrequired to sign and date
the elective/urgent CON form and state his or
her credentials.

Emergency Admissions

Emergency admissionsare admissions
necessary to prevent deeth or seriousimpairment
of therecipient'shealth. The hospital is
responsiblefor ensuring that thereisclinica
documentation tojustify an emergency
admission.

Providersarerequired to completeand
document an emergency CON assessment
within 14 days of admission for emergency
admissionsfor recipients under 21 years of
age. Refer to Appendix 5 of this section for a
reproducible Certification of Need for
Emergency Psychiatric/SubstanceAbuse
Admissionsto Hospital Ingtitutionsfor Mental
Diseasefor RecipientsUnder Age21 andin
Casesof Medicaid DeterminationAfter
Admissionform and completioninstructions.
Maintain completed formsin recipients medical
records.

Asgpecifiedin42 CFR 441.153, thehospital’s
interdisciplinary team (whichisdescribedin 42
CFR 441.156) isresponsiblefor performing the

emergency CON assessment and completing
theemergency CON form. Thisteamis
required to include, at aminimum, one of the
following:

* A board-digibleor board-certified
psychiatrigt.

e Adlinicd psychologist who hasaDoctora
degree and a physician licensed to practice
medicineor osteopathy.

e Aphysicianlicensed to practice medicine
or osteopathy with specialized training and
experience in the diagnosis and treatment
of mental diseases, and apsychologist who
hasaMaster’sdegreeinclinical psychology
or whoiscertified by the Division of
SupportiveLiving (DSL) inthe DHFS as
meeting the requirementsfor health
insurance reimbursement.

Theteamisaso required to include at least
oneof thefollowingindividuas:

*  Anoccupationa therapist whoislicensed
by the Wisconsin Department of
Regulation and Licensing and who has
specidizedtraining or oneyear of
experienceintreatingmentdly ill individuas.

e Apsychiatricsocid worker.

*  Apsychologist who hasaMaster’sdegree
inclinical psychology or iscertified by the
DSL.

*  Aregigered nursewith specidizedtraining
or oneyear of experienceintreating
mentaly ill individuas.

Each member isrequired to sign and date the
emergency CON form and state hisor her
credentials.

Documentation Requirements for
Certification of Need Assessments

Providers may usethereproducible CON
formsfound in Appendices4 and 5 of this
section, or they may usetheir own, equivalent
forms. Wisconsin Medicaid requiresthat
providers equivalent versionsof theforms
provideall theinformationthat isincludedin
Wisconsin Medicaid' sversionsof the CON
forms. Hospitalsare required to keep the CON
formintherecipient'smedica record according
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to therequirementsfor retention of recordsin
HFS 106.02(9)(b), Wis. Admin. Code.

The CON assessment and CON form are part
of theretrospectivereview performed by the
Medicaid-contracted ERO. Refer to “External
Review Organization Input Review” inthis
chapter for moreinformation onwhen areview
by the ERO is necessary. These reviews
include an evaluation of the CON document,
which must beincluded inthemedical record
of al Medicaid recipients under the age of 21
admitted to an IMD hospital. When the ERO
requests the IMD record and the CON form is
either absent or not completed correctly, a
technical denid letter isissued totheIMD. The
technical denid letter allowstheprovider 20
calendar daysto submit additional information.

Once the ERO has received the corrected
form or missinginformation, the ERO
completesits review of the CON compliance.
Certification of Need review outcomes are
reported to the DHCF on a semiannua basis.
Failure to perform the CON assessment and/or
properly completethe CON formwill resultin
denied claims payment or recoveries of
payments made.

Medicaid Eligibility After
Admission

If arecipient becomeséligiblefor Wisconsin
Medicaid after admission or ismade
retroactively eligibleafter discharge, the
hospita’ sinterdisciplinary teeamisrequired to
complete an emergency CON assessment and
the Certification of Need for Emergency
Psychiatric/SubstanceAbuse Admissionsto
Hospital Ingtitutionsfor Mental Diseasefor
Recipients Under Age 21 and in Cases of
Medicaid Determination After Admissionform.
For anindividua applying for Medicaidwhile
dtill inthefacility, 42 CFR 441.153 requiresthat
the certification must be made by the
interdisciplinary team respons blefor the plan of
careand it must include any period of time
before application for which claimsaremade.
Refer to Appendix 5 of thissectionfor a
reproducible Certification of Need for
Emergency Psychiatric/SubstanceAbuse
Admissionsto Hospital Ingtitutionsfor Menta

Diseasefor RecipientsUnder Age21 andin
Casesof Medicaid Determination After
Admissionform and completioninstructions,
andto*Emergency Admissions’ inthischapter
for moreinformation.

Transfers to Institutions for Mental
Disease

WisconanMedicaid requiresaCON assessment
and CON form for &l patient transfers when
thereceiving hospital isapsychiatric or
substance abuse IMD. This applieseven if the
transferring hospital isan IMD and a CON
assessment was previoudly completed.
Providers are required to follow these
procedures for el ective/urgent and emergency
admissons.

Noncovered Services

Under HFS 107.08(4), Wis. Admin. Code,

Wisconsin Medicaid does not cover the Wisconsin Medicaid

following: requires a CON
) L . assessment and
. ;Jdnnmy or ma_ppropfrl ateinpatient CON form for all
mI.SSK?nS (_)r port ons.o astay. patient transfers
. Hospltal_lzat_l onsor po_rponsof when the receiving
hospitalizationsidentified by the ERO for hospital is a
disallowance of reimbursement by svehiatric or
WisconsinMedicaid. by
e . - substance abuse
*  Hogpitalizationseither for or resultingin IVD

surgerieswhichWisconsin Medicaid
considersexperimental dueto questionable
or unproven medical effectiveness.

e Inpatient and outpatient servicesfor the
same recipient on the same DOS, unless
therecipient isadmitted to ahospital other
thanthefacility providing the outpatient
care.

»  Hospital admissionson Friday or Saturday,
except for emergencies, accident or
accident care, and obstetrical cases, unless
the hospital can demondtrate to the
satisfaction of Wisconsin Medicaid that the
hospital providesall its services seven days
a week.

*  Hogpitd laboratory, diagnostic, radiol ogy,
and imaging testsnot ordered by aphysician,
except inemergencies.
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Wisconsin Medicaid
may consider a
service experimental
in one setting or
institution, but
effective, proven,
and nonexperimental
in another setting
depending on the
facility’s experience
and capabilities.

Experimental Services

AsgpecifiedinHFS 107.035, Wis. Admin.
Code, Wisconsin Medicaid doesnot reimburse
for experimental services. A serviceis
considered experimental when the procedureis
not generally recognized by the professional
medical community as effective or provenfor
the condition for whichitisbeing used.

Wisconsin Medicaid may consider aservice
experimental in onesetting or ingtitution, but
effective, proven, and nonexperimental in
another setting depending onthefacility’s
experienceand capabilities.

Institution for Mental Disease
Services for Persons 21 to 64 Years
of Age

In accordance with HFS 107.03(15), Wis.
Admin. Code, Wisconsin M edicaid doesnot
cover expendituresfor any serviceto aperson
2110 64 yearsof agewhoisaresident of an
IMD, unlessoneof thefollowing exceptionsare
met:

* Therecipient wasaresident of the IMD
immediately prior toturning 21, and has
been continuoudly aresident upto hisor
her 22nd birthday.

*  Therecipient wason convalescent leave
froman IMD.

A Medicaid recipient whoisaresident of an
IMD and is 21 years of age may be covered
only until hisor her 22nd birthday.

suoleUWIT PaYe|oy
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If the provider
renders a
nonemergency
service that
requires PA
without first
obtaining
authorization,
the provider is
responsible for
the cost of the
service.

Prior Authorization

In accordance with HFS 107.02(3)(b), Wis.
Admin. Code, Wisconsin Medicaid requires
prior authorization (PA) for certain servicesin
order to:

*  Prevent unnecessary or inappropriatecare
and services.

»  Safeguard against excess payment.

*  Asssssthequdity andtimeinessof services

* Deermineif lessexpensvedternative
care, services, or supplies are usable.

*  Promote the most effective and
appropriate use of available servicesand
facilities.

»  Curtail misutilization practicesof providers
andrecipients.

Providers are required to obtain PA for certain
specified services before providing the services,
unless the service is an emergency. If the
provider rendersanonemergency servicethat
requires PA without first obtaining authorization,
the provider isresponsiblefor the cost of the
service. Therecipient cannot bebilled for a
servicethat would have been covered if PA was
correctly obtained. For moreinformation on PA
and response time to PA requests, refer to the
All-Provider Handbook.

Services Requiring Prior
Authorization

Hospitals are required to obtain PA for the
followingservices

»  Covered hospital servicesif provided out of
state under nonemergency circumsancesby
nonborder satusproviders.

*  Hogpitdizationfor thefollowingtransplants:
Vv Bonemarrow (including peripheral

blood stem cell transplantation).

Heart.

Heart-lung.

Liver.

<<
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v Lung.
Vv Pancress.
v Smdl bowsl.
e Most HedthCheck “ Other Services.”

Wisconsin Medicaid also requireshospita sto
obtain PA to receive enhanced reimbursement
ratesfor thefollowing services:

e Acquired Immune Deficiency Syndrome
(AIDS) — acute care.

»  Acquired Immune Deficiency Syndrome
— extended care.

e Braininjury care.
*  Ventilator-dependent care.

Thefollowing covered servicesrequirethe
performing provider to obtain PA:

*  Hogpitalizationfor nonemergency dental
sarvices,

*  Hogpitalization for any other medical or
surgical servicesnoted in HFS107.06(2),
107.07(2)(c), 107.10(2), 107.16(2),
107.17(2),107.18(2), 107.19(2), and
107.24(3), Wis. Admin. Code. Please refer
to the appropriate service-specific Medicaid
handbook for inpatient hospital PA
requirements for these services.

Acquired Immune Deficiency
Syndrome — Acute Care

Hospitals are required to obtain PA from
Wisconsin Medicaid if they seek the Medicaid
special AIDS payment rate. Refer to the
Inpatient Hospital State Plan for more
information on AIDS PA criteriafor acute and
extended care. For more information on State
Plans, refer to the Claims Submission chapter
of thissection.
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Toreceive PA for AIDS — acute care,
Wisconsin Medicaid requiresthat thefollowing
criteriabemet:

1. Thepatient must bedigiblefor Wisconsin
Medicad.

2. Thepatient must haveaprinciplediagnosis
of AIDS or Human Immunodeficiency
Virus (HIV) infection (International
Classification of Diseases, Ninth
Revision, Clinical Modification [ICD-9-
CM] code 042).

3. Upon admission, the patient must meet the

intengity and severity criteriafor acute care.

The Department of Health and Family

Sarvices (DHFS) usestheintengty, severity,

dischargeindicators, and appropriate

criteriato determine the appropriate level
of care for the patient.

Sufficient documentation, such asa
summary of the admission work-up,
progressnotes, or other supporting clinica
evidence, must be provided upon request.

Hospitals are required to have the unique
two-digit provider number suffix code, “01,”
to receivethe AIDS— acute care—
payment rate. Refer to “ Services Exempt
from Diagnosis-Related Group,” inthe
Claims Submission chapter of thissection
for information on how to obtainthe
uniquetwo-digit suffix number.

Prior authorization for the AIDS — acute care
— per diemisgranted for alimited period of
time (usualy not to exceed 30 days). If the
patient will till meet theintensity and severity
criteriafor acute care at thetime of the PA
expiration date, the provider must submit
another PA request for continued acute care
authorization. Wisconsin Medicaid must receive
the PA request on or before the expiration date
because PA for continuing servicesmay not be
backdated. For moreinformation about
submitting PA requestsfor continued care,
refer to the Prior Authorization section of the
All-Provider Handbook.

Substitute the suffix number for thefinal two-
digitsof theprovider number in Element 9 of
the Prior Authorization Request Form (PA/RF)

andin Element 7 of the Prior Authorization
PhysicianAttachment (PA/PA). Refer to the
Medicine and Surgery Section of theWisconsin
Medicaid Physician ServicesHandbook for a
PA/PA form and completioninstructions.

Acquired Immune Deficiency
Syndrome — Extended Care

To recelve PA for AIDS — extended care,
Wisconsin Medicaid requiresthat thefollowing
criteriabe met:

1. Thepatient must bedigiblefor Wisconsin
Medicad.

2. Thepatient must haveaprincipa diagnosis
of AIDS or HIV infection (ICD-9-CM
code 042).

3. Thepatientismedically stable.

4. Reasonable attempts at securing aternative
placement that allowsfor correct infection
control procedures and i solation techniques,
as documented in social services notes,
must have been unsuccessful and an
appropriate plan of care and discharge plan
must have been established.

5. Thedegreeof debilitation and amount of
care required to care for the patient must
equal or exceedthelevel of skilled nursing
careprovidedinaskilled nursing facility.

6. Sufficient documentation supporting these
criteriamust be provided upon regquest.

7. Hospitalsmust havetheuniquetwo-digit
provider number suffix code, “02,” to
receivethe AIDS— extended care—
payment rate.

Prior authorization
for the AIDS —
acute care — per
diem is granted for
a limited period of
time (usually not to
exceed 30 days).

Prior authorization for theextended carerateis
for adefined period of time. If the patient will
gtill meet the intensity and severity criteriafor
extended care at the time of the PA expiration
date, the provider must submit another PA
request for continued extended care
authorization. Wisconsin Medicaid must receive
the PA regquest on or before the expiration date
because PA for continuing services may not be
backdated. For moreinformation about
submitting PA requests for continued care,
refer to the Prior Authorization section of the
All-Provider Handbook.
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Hospitals are
required to obtain
PA for all organ
transplants
except kidney and
cornea
transplants.

The DHFS recognizesthat the progression of
illness may require acute care services during
the period established for extended care.
Therefore, during this period, acute careis
approved (upon receiving PA for acute care)
only after the hospital has provided an acute
level of carefor at least five consecutive days.

Thehospital isrequired to havethetwo-digit
suffix number for theAIDS— extended care
— payment rate. Refer to * Services Exempt
From Diagnods-Related Groups,” intheClaims
Submission chapter of thissection, for
information on how to obtain the uniquetwo-
digit suffix number. Substitute the suffix number
for thefina two-digits of the provider number
in Element 9 of the PA/RF and in Element 7 of
the PA/PA.

Brain Injury Care

Toreceivethe Medicaid specia braininjury
care payment rate, a hospital is required to be
certified by Wisconsin Medicaid asabrain
injury care provider. Prior authorizationisaso
required for thebrain injury care-certified
hospital to receive the specia payment rate.
Refer to the Inpatient Hospital State Plan for
moreinformation. For information on how to
obtain the state plan, refer to “Wisconsin
Medicaid Inpatient and Outpatient State Plans’
in the Claims Submisson chapter of thissection.
The state planisaso available on the Medicaid
Web site at www.dhfs.state.wi.us'medicaid/.

The hospital isrequired to have the two-digit
suffix number for the braininjury care payment
rate. Refer to “ Services Exempt From
Diagnosis-Related Groups,” inthe Claims
Submission chapter of thissection, for
information on how to obtain the uniquetwo-
digit suffix number. Substitute the suffix number
for thefina two-digits of the provider number
in Element 9 of the PA/RF and in Element 7 of
the PA/PA.
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Organ Transplants

Hospitalsarerequired to obtain PA for al organ
transplantsexcept kidney and cornea
trangplants. Wisconsin Medicaid requiresthat
theingtitution providing the service be approved
by Organ Procurement and Transplantation
Network and/or the Centersfor Medicareand
Medicaid Services(CMS), for performing
organtransplantation.

Thehospital and thetransplant physicianare
encouraged tojointly complete and submit a
PA/RF and PA/PA, including relevant patient
information with the PA request.

Ventilator-Dependent Care

Hospitals are required to receive Wisconsin
Medicaid PA to beeligiblefor the Medicaid
special ventilator-dependent payment rate. The
hospital isrequired to request approval from
Wisconsin Medicaid for payment for the
ventilator-dependent rate for arecipient’s
hospital stay, based on criteriacontained inthe
Inpatient Hospital State Plan. For information
on how to obtain the state plan, refer to
“Wisconsin Medicaid | npatient and Outpatient
State Plans” in the Claims Submission chapter
of thissection. The sate planisaso available
on the Medicaid Web site at
www.dhfs.state.wi.us/medicaid/.

Toreceive PA for claimsreimbursement for
ventilator-dependent care, thefollowing criteria
arerequired:

e Thepatientiseligiblefor Wisconsin
Medicad.

e Theventilator-dependent patientis
medicdly stable.

e Thehospital doesnot have aninpatient unit
identified and approved by Wisconsin
Medicaid and dedicated to the care of this
typeof patient.

e Thepatient hasbeen hospitalized
continuoudly for at least 30 daysprior to
acceptancefor theventilator rate.
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e Attemptsat weaning the patient fromthe Prior Authorization Requests by Fax
ventilator havefailed. or Mail

» Homecareisan unacceptableaternative Providers may submit their PA requeststo

because of financia/economic hardship or Wisconsin Medicaid by fax at (608) 221-8616.
because of thelack of an adequate support To avoid delayed adjudication, do not fax and

system. mail duplicate copiesof the same PA request To avoid delaved
Nursing home placement isinappropriate. forms. Refer to Appendix 8 of this handbook adjudication 3(;0 ot
. i - iqi for further guiddi bmitting PAsby fax. ’
Thehospital hasthe qnlquen{}/o-glglt _ or further guidelineson submitting PAsby fax ¥ nd mai
F;:OVI der. Inumbder SUHCIIX code”04" torecaive o request PA by mail, send completed PA duplicate copies of
the ventil ator-dependent payment rate. formsto: the same PA
Thehospital isrequired to havethetwo-digit WisconsnMedicaid request forms.
suffix number for thev?nti I at_or-dependent care Prior Authorization
pe'lymenf[ rate. Refer to Serw ces Exgrnpt from Stess
Dlagnpsg-Rdaed Groupg mtheCIams 6406 BridgeRd
SlmeISS! on chapter of thi s_sectl on, f_or M adison W1 53784-0088
information on how to obtain the unique two- _ -
digit suffix number. Substitutethe suffix Providersmay order PA formshby writing to:
=3 number for thefinal two-digitsof the provider Wi inMedicaid
Il number in Element 9 of the PA/RF and in 1S0onsn Ve ea
O t 7 of the PA/PA Form Reorder Requests
g ='cment 7ot the : 6406 BridgeRd
3 P d for Obtaini Madison WI 53784-0003
§ r_oce ures _Or ] talnlng Pease specify the type and quantity of forms
aall Prior Authorization needed. Reorder forms are included with each
To obtain PA, the admitting or attending shipment; do not reorder by telephone. For
physician, except for organ transplants, is moreinformation on PA procedures, including
required to submit a PA/RF and PA/PA. Refer ~ '€5PONSes to PA requests, refer to the Prior
to Appendices 6 and 7 of this section for a Authorization section of theAll-Provider

sample PA/RF and completioninstructionsand Handoook.
to the Medicine and Surgery Section of the

Wisconsin Medicaid Physician Handbook for a

copy of the PA/PA and completion instructions.

If the physician does not submit a PA request,

the hospital isencouraged to completeand

submit the PA request in order to receive

reimbursement for the services.
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Wisconsin
Medicaid must
receive claims for
coinsurance and
deductibles within
365 days of the
date of service
(DOS) or within
90 days of the
Explanation of
Medicare
Benefits date or
the Remittance
Advice date,
whichever is
later.

Claims Submission

Submitting Claims for
Inpatient Services

All claimsthat providerssubmit, whether paper
or electronic, are subject to the same Medicaid
processing and lega requirements.

Electronic Claims Submission

Asan dternativeto submission of paper claims,
Wisconsin Medicaid can processclaims
submitted on magnetic tape (tape-to-tape) or
through tel ephonetransmission viamodem.
Providerssubmitting electronically usualy
reducetheir clamssubmission errors. Wisconsin
Medicaid provides software a no charge for
submitting claimselectronically. For more
information on obtaining eectronicbilling
software, providersmay:

e Refer to the Claims Submission section of
theAll-Provider Handbook.

e Contact the Electronic MediaClaims
(EMC) department at (608) 221-4746 and
ask to speak with an EMC coordinator.

Providers who currently use the software for
electronic claimssubmission and havetechnical
guestionsmay contact WisconsnMedicaid's
software customer service at (800) 822-8050.

Paper Claims Submission

Submit claimsfor hospital serviceson the UB-
92 claim form. Refer to Appendices9 and 10
of this section for asample UB-92 claim form
and completioninstructions.

For acomplete set of UB-92 claim form
instructions, refer to the UB-92 Billing Manual.
To purchase the UB-92 Billing Manud, contact
theWisconsin Hospital Association at:

Wisconsin Hospital Association
5721 OdanaRd

Madison W1 53719-1289
(608) 274-1820

(800) 362-7121
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Wisconsin Medicaid doesnot provide UB-92
claimforms; they cannot be purchased from
theWisconsin Hospital Association. UB-92
clamformsareavailablefrom many suppliers.

Mail completed UB-92 clamformsto:

WisconsnMedicaid
Clamsand Adjustments
6406 BridgeRd
Madison WI 53784-0002

Claims Submission Deadline

Wisconsin Medicaid must receiveall claimsfor
servicesprovidedto eligiblerecipientswithin
365 daysfrom the date of discharge. Thispolicy
gppliestodl initial claimssubmissions,
resubmissions, and adjustment requests.

Refer to the Claims Submission section of the
All-Provider Handbook for exceptionsto the
claimssubmission deadline and requirements
for submissontolatebilling appeds.

Crossover Claims Submission Deadline

Claimsfor services provided to recipients
covered by both Medicare and Wisconsin
Medicaid (dua entitlees) are considered
crossover clams. Wisconsin Medicaid must
receive claimsfor coinsurance and deductibles
within 365 days of the date of service (DOS)
or within 90 days of the Explanation of
Medicare Benefits date or the Remittance
Advicedate, whichever islater. Thistimeine
appliestodl initid claimssubmissionsand
resubmissions. Refer to the Claims Submission
section of theAll-Provider Handbook for more
information on crossover claimsand dual -
entitlees.
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Claim Components

Revenue Codes

Providersare required to enter revenue codes
for accommodation and ancillary servicesin
Item 42 of the UB-92 claim form. Refer to the
UB-92 Billing Manual or Appendix 12 of this
handbook section for alist of revenue codes.

Diagnosis Codes

All diagnosis codesin Items 67-76 of the UB-
92 clam form must be from the International
Classification of Diseases, Ninth Revision,
Clinical Modification (ICD-9-CM) coding
structure.

Providers may order the complete ICD-9-CM
code book by writing to the addressin the
Provider Resources section of the All-Provider
Handbook.

Providersshould notethefollowing diagnosis
coderedtrictions:

e Donot usecodeswithan“E” prefix asthe
primary or solediagnosison the UB-92
clamform.

e Donot usecodeswithan“M” prefix on
the UB-92 claim form.

Multiple Page Claims

Wisconsin Medicaid doesnot accept multiple
page clamsfor inpatient hospital stays.
Providers may list amaximum of 28 lines of
serviceson paper claimsand 27 lineson
electronicclaims.

Coordination of Benefits

Health Insurance Coverage

Wisconsin Medicaid isgenerally the payer of
last resort for Medicaid-covered services.
Refer to the Coordination of Benefits section
of theAll-Provider Handbook for more
information on programsthat pay after
Wisconsin Medicaid. If therecipient iscovered

under other health insurance, such as Medicare

or commercid hedthinsurance, Wisconsin

Medicaid reimbursesthat portion of the
alowable cost remaining after exhaudting all
other headth insurance sources. Refer to the
Coordination of Benefits section of theAll-
Provider Handbook for moreinformation on
servicesrequiring other healthinsurancebilling.

Medicaid Managed Care Coverage

For recipientsenrolled inaM edicaid managed
care program, the contract between the
managed care program and certified provider
establishesall conditionsof payment and prior
authorization (PA) for hospital services.
Wisconsin Medicaid deniesclaimsfor services
covered by aMedicaid managed care program.

If arecipient isfee-for-service on hisor her
date of admission, butisenrolled inaMedicaid
HMO before discharge, submit the entire
inpatient claim to Medicaid fee-for-service as
an“extraordinary clam.”

Submit extraordinary clamsto:

WisconsnMedicaid
Extraordinary Claims
6406 BridgeRd

Madison WI 53784-6470

If an enrolleeisinaMedicaid HMO at the
time of admittanceand isdisenrolled during the
hospital stay, thisisnot an extraordinary claim.
Submit theentireinpatient claimtothe
recipient’sHMO.

Refer to the Wisconsin Medicaid Managed
Care Guidefor information about managed
care program noncovered services, emergency
services, and hospitalizations.

Medicare/Medicaid Dual-
Entitlement

Recipients covered under both Medicare and
Wisconsin Medicaid are referred to as dual-
entitlees. Hospitalsare required to send claims
for Medicare-covered services provided to
dual-entitleesto M edicare before submitting
claimstoWisconsin Medicaid.

If theservicefor adual-entitleeiscovered by
Medicare, but Medicare deniestheclam for
any reason besidesdenial code“M7,” indicatea
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For recipients
enrolled in a
Medicaid managed
care program, the
contract between
the managed care
program and
certified provider
establishes all
conditions of
payment and prior
authorization (PA)
for hospital
services.



Medicaid covers
swing-bed claims
only for dual-
entitlees.

Medicaredisclaimer codein Item 84 of the
UB-92 clamform. Refer to the Coordination
of Benefits section of the All-Provider
Handbook for moreinformation about
crossover clams.

Medicare does not require PA for itscovered
services, but providersare strongly
encouraged to obtain Wisconsin Medicaid PA
for hospital services that require PA before the
servicesare provided to dual -entitlees.
Wisconsin Medicaid requires a PA number on
noncrossover ingtitutional claimssubmitted for
dual-entitleesif the services provided require
Medicaid PA.

Dual-Entitlement During Inpatient Stay

If arecipient becomesdigiblefor both Medicare
and Wisconsin Medicaid during aninpatient
stay, submit the claim to Medicarefirst. When
Medicare benefits are exhausted mid-stay,
indicate value code“83” in ltem 39ato 41b,
with the Medicare Part A payable charges as
the value amount. Refer to Appendix 14 of this
section for dual-entitleehbillingingtructionsfor
recipientswith partial or no Medicare Part A
coverage during an inpatient hospital stay.

End-Stage Renal Disease Services
Diaysisfor end-stage rena disease (ESRD) is
a covered service for Medicare as well asfor
WisconsinMedicaid.

Claimsfor ESRD servicesautomatically
crossover to Wisconsin Medicaid from
Medicare. Claims submitted to Medicare must
indicatethefollowing itemson the UB-92
claim form to ensure proper claims processing
withWisconsnMedicaid:

e Indicatecovered daysinltem?7.

e Indicate“T-19” inltem 50.

e Indicatetherecipient'sMedicaid
identification number in Item 60.

If the service for a dua-entitlee is covered by
Medicare, but Medicare deniestheclaim,
indicate aMedicare disclaimer codein Item 84
of the UB-92 clam form.
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Wisconsin Medicaid will reimburseonly for
ESRD serviceshilled asMedicare crossover
clams, withtwo exceptions.

e Arecipient may not beeligiblefor
Medicare benefitsfor thefirst threemonths
of dialysistreatment. TheMedicare
disclaimer code*M-6" may be used when
billing for services provided during this
period.

e WisconsnMedicaidwill reemburserend-
related servicesif therecipientisnot éigible
for Medicare benefitsand cannot become
eligiblefor Medicare benefits. Providers
arerequired to use Medicaredisclaimer
code“M-6" inthissituation.

Inthese situations, providersarerequired to use
only Medicaredisclaimer code“M-6.”
Wisconsin Medicaid monitorsthe use of any
other Medicare disclaimer code for renal-
related services, and misuseis subject to
recovery.

Swing-Bed Services

Rural hospitals with fewer than 100 beds can
receive approva from the Centersfor Medicare
and Medicaid Services(CMS) for bedsto be
used interchangeably ashospital and skilled
nursing facility beds. If hospital bedsareused
asskilled nursing facility beds, theservices
provided totherecipientsinthebedsare
considered swing-bed services.

Medicaid coversswing-bed claimsonly for
dual-entitlees. Theseclaimsautomatically cross
over to Wisconsn Medicaid from Medicare.

Wisconsin Medicaid paysonly the coinsurance
and deductible amount on Medicare crossover
claimsfor swing-bed services and does not
pay swing-bed services that Medicare denies.
Swing-bed servicesare not paid on Medicaid-
only claims because they are not aMedicaid-
covered service.
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Qualified Medicare Beneficiary-Only
Recipients

Quadified MedicareBeneficiary (QMB)-Only
recipientsaredigibleonly for Medicare
monthly insurance premium paymentsfor Part
A coverage(if payable), Part B coverage, and
Wisconsin Medicaid payment of the
coinsurance and the deductible for Medicare-
covered services. For moreinformation about
QMB-Only status, refer to the All-Provider
Handbook.

Usual and Customary
Charges

Providersarerequired to bill their usua and
customary charge for any services provided.
The usua and customary chargeis the amount
the provider charges for the same service when
provided to aprivate-pay patient.

For providersusing adiding fee scalefor
specific services, the usua and customary
chargeis the provider’s charge for the service
when provided to anon-Medicaid patient.
Providersshdl not discriminate against a
Medicaid recipient by charging ahigher feefor
the service than is charged to a private-pay

patient.

Special Circumstances

Change of Ownership Billing

The date of discharge governswhich provider
number is used when a change of hospital
ownership occurs. For example: A change of
ownership occurson July 1. A patient stay has
DOS from June 26 to July 2. The hospital
submitstheclaim using the provider number
effective July 1.

Dilation and Curettage

When submitting aclaimfor dilationand
curettage surgica procedures, hospitalsare
required to attach a copy of the preoperative
history and physical exam document and an
operative and pathol ogy report with the UB-92
clamform.

Discharge Billing Requirements

Drugs, durable medical equipment, and
disposablemedica suppliesprovided at
discharge are not reimbursable services for
inpatient hospitals. Providerswho submit
claims for these services are required to be
appropriately certified as pharmacies or
individua medical suppliersand follow the
policiesand proceduresfor their provider type.

Inpatient and Outpatient Services
for Same Date

If inpatient and outpatient services are provided
for the samerecipient, at the same hospital, on
the same date as the date of the inpatient
hospital admission or discharge, the outpatient
services are not separately reimbursed and are
required to beincluded on theinpatient claim.
This does not include reference |aboratory
services.

Wisconsin Medicaid doesnot reimburse
outpatient claimsfor services providedto a
recipient who isalso receiving inpatient services
in another hospital, except on the date of
admission or the date of discharge. For any
other day during theinpatient stay, the hospital
providing the outpatient servicesisrequired to
arrange payment with theinpatient hospital .

Leaves of Absence

Wisconsin Medicaid does not cover recipient
leaves of absence from an inpatient hospital.
Use revenue code 180 for al days the recipient
was not present at the midnight census. Indicate
thetotal leave daysin Item 46 (units) on the
UB-92 claim form.

Major Organ or Bone Marrow
Transplants

Includethefollowing itemsoninpatient

trangplantclams

» Eight-digit Medicaid provider identification
number.

e International Classification of Diseases,
Ninth Revision, Clinical Modification
surgical procedure code.
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For providers using
asliding fee scale
for specific
services, the usual
and customary
charge is the
provider’s charge
for the service
when provided to a
non-Medicaid
patient.



All'paid Medicaid
transplant claims
are required to
be included in the
Medicaid portion
of the filed cost
report.

e Loca Healthcare Procedure Coding
System (HCPCY) code for each type of
organ or bonemarrow acquisition and
storage charge. Refer to Appendix 2 of this
sectionfor alist of applicable HCPCS
codes.

*  Medicaid-assgned PA number.

All paid Medicaidtrangplant claimsarerequired
to beincludedin the Medicaid portion of the
filed cost report. Refer to the I npatient Hospital
State Plan for information on cost reports. In
addition, hospitalsarerequired to preparea
separate Schedule D-6, Part I, of the Inpatient
Hospital State Plan on the cost report for every
type of organ acquisition cost for those Medicaid
transplants performed.

Wisconsin Medicaid doesnot reimburse
providersfor organ transplants or transplant-
related servicesprovidedtoillegal aliens.

Noncovered Days and Noncovered
Charges

For hospital admissions, theentirelength of
stay isrequired to be shown in the “ Statement
CoversPeriod” evenif the recipient is not
eligiblefor the entire stay, or if part of the stay
isnot covered. Wisconsin Medicaid does not
reimburse the date of discharge; while the date
of dischargeisindicated in Item 6 of the UB-92
claimform, it should not be countedin ltem 7.

Obstetrical and Newborn Stays

Claims for One-Day Mother/Baby Stays

Providers are required to submit aUB-92
inpatient claim for the mother or the baby by
following these procedures:

e Indicatehill type*111” for inpatient
sarvicesin ltem 4.

e |ndicatethe“From” and “To” datesin Item
6 (they must be the same).

e Indicatethe covered daysas“1” inltem?7.

The diagnosis codes and procedure codes must
resultintheclaim being assigned to one of the
diagnosis-related groups (DRGs) inrange 601-
680 (newborn) or any delivery including
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Cesarean section transfers. For moreinformation
on DRGs, refer to “ Payment Methods® in this

chapter.

Claims for Newborns Using Mothers’
Medicaid Identification Numbers

Providersmay submit anewborn’sclaimusing
the mother’ sM edicaid identification number if
the baby’s hospitd stay is10 daysor lessfrom
the baby’sdate of birth and aMedicaid
identification number hasnot been assigned to
the baby. If the baby’shospital stay is11 or
more days, submit the clamwiththebaby’s

M edi caid identification number when assigned.

WisconsnMedicaid requireshospita stoindicate
thefollowing informationwhen submitting a
newborn claim under the mother’s number:

e Thebaby’'snamein Item 12 of the UB-92
claimform (i.e., Smith, Newborn).

*  Theoccurrence code (50 — male, 51 —
female) in Items 32-35.

e Thebaby’'sdate of birth with the
occurrence code.

e Themother's name and her date of birth
inltem 58.

e Themother’'sWisconsin Medicaid
identification number in Item 60.

Claimssubmitted under the baby’sMedicaid
identification number do not need an
occurrence code with adate of birth and do
not need to indicate the mother’sMedicaid
identification number.

For multiplebirths, submit aseparate UB-92
clamformfor each newborn.

Establishing Continuous Eligibility of
Newborns

Accordingtofedera law, aninfant whoremains
inhisor her mother’shousehold may continue
to receive Wisconsin Medicaid benefitsuntil
theend of the month in which the child turns
oneyear old, regardless of changesin family
sizeor income. Oncetheinfantisoneyear old,
eigibility will bebased onfamily incomeand
size. Thefamily isresponsiblefor reporting
these changes.
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Wisconsin Medicaid appliesMedicaid digibility
for newbornsfrom the date of birth through the
month inwhich the child turns one year of age.
These policiesarefor newbornsbornto
motherswho areeligiblefor Wisconsin
Medicaidincluding Healthy Start and whose
birthisreported by hospitals.

If amother was not aMedicaid recipient when
the baby was born, she can retroactively apply
for Wisconsin Medicaid. If her dates of
eligibility includethe date of thebaby’sbirth,
her baby may asoreceiveretroactivedigibility
and continuouseligibility for thefirst year of life.

Transfers Between Units Within a
Hospital

Patients who are transferred from one hospital
unit to another within the same hospital are not
considered discharged until the entire hospital
stay hasended. Wisconsin Medicaid considers
adischarge as occurring when the patient
leaves the hospital for any reason other than a
“leave of absence.” Wisconsin Medicaid pays
hospitals one DRG per stay and does not
recognize specialty rehabilitation or psychiatric
units for separate reimbursement purposes.
Refer to “Diagnosis-Related Groups’ inthis
chapter for more information on DRGs.

Payment Methods

Wisconsin Medicaid Inpatient and
Outpatient State Plans

The Hospita Inpatient and Outpatient State
PlansareWisconsin Medicaid sfederally
approved description of methods and standards
for establishing payment ratesto providers. The
State Plansincludeall hospital inpatient and
outpatient rate-setting methodol ogies. The State
Plans are effective from July 1 to June 30.
Wisconsin Medicaid amendsthe State Plans at
least once each year. Hospitalsaredlowed an
opportunity to comment on proposed
amendments beforeWisconsin Medicaid
requests approval from CMSfor state plan
changes.

Providers may obtain copiesof the state plan
on theWisconsin Medicaid Web Site at
www.dhfs.state.wi.us/medicaid/. Refer to the
Inpatient Hospital State Plan for more
information about thefollowing:

e Adminigrativeadjustment actions.

*  Border statushospital and cost reports.

» Digproportionateshare.

e Hogpita outlier trimpoints.

e Out-of-state, nonborder statusinpatient
hospital stays.

Diagnosis-Related Groups

Wisconsin Medicaid usesapayment system for
certified in-state, out-of -state, and border-status
hospitals based on DRGs. The DRG system
coversthefollowing:

* Acutecaregenerd hospitals.

e Ingtitutionfor mental disease(IMD)
hospitals, except state-operated IMD
hospitals.

Thefollowing areexcluded fromthe DRG
systemand are paid under ahospital-specific
daily rate:

*  Rehahilitationhogpitals.
»  State-operated IMD hospitals.
»  State-operated veteran'shospitals.

Hospital Services Included in the
Diagnosis-Related Group-Based
Payment System

M ost Medicaid-covered servicesprovided
during aninpatient stay arehospital inpatient
servicesthat are included in the DRG-based
payment system. Wisconsin Medicaid also
considersthefollowing hospital servicesas
part of the DRG-based payment system:

»  Drugs, except take-home drugson the date
of discharge.

*  Savicesby independent therapists
(physical therapy, occupationa therapy,
speech therapy, etc.).

*  Savicesof resdentsandinterns.
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Patients who are
transferred from
one hospital unit to
another within the
same hospital are
not considered
discharged until
the entire hospital
stay has ended.



Hospitals may
interim bill for
DRG claims if the
recipient has
been an inpatient
at the hospital for
more than 120
days.

e Servicesprovided by another hospital
(except on the date of admission and
discharge).

e Servicesprovided by socia workersand
substance abuse (al cohol and other drug
abuse) counsdlors.

e Technica servicesby independentimaging
groups (X-ray, MRI, etc.).

e Technicd servicesprovided by a
nonhospital [aboratory.

Any other services, including professiona
services, are not covered under the DRG
payment.

Services Exempt from Diagnosis-Related
Groups

Payment for certain speciaized inpatient
services are exempt from the DRG system.
These services can receive enhanced
reimbursement by obtaining Medicaid PA. The
following areexempted services:

e Braininjury cases.
*  Negotiated paymentsfor unusual cases.

*  RecipientswithAcquired Immune
Deficiency Syndrome (AIDS).

*  Ventilator-dependent recipients.

Refer to the Inpatient Hospital State Planfor
special provisionsfor payment of each of these
DRG-exempted services.

Tobeédigiblefor reimbursement and to request
PA in order to be paid for AIDS, ventilator-
dependent, or braininjury cases, providersare
required to obtain aseparate suffix provider
number, which replacesthelast two digits of
theorigina eight-digit provider Medicad
identification number. Negotiated paymentsfor
unusual casesdo not require aseparate suffix
provider number.

To obtain auniquetwo-digit suffix number for
AIDS, ventilator-dependent, or braininjury
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cases, hospitalsmust completetheformin
Appendix 1 of thissection.

Oncethehospita provider isnotified of the
uniquetwo-digit suffix number, the hospital
provider requestsaDRG exemption PAusing
thisunique provider number. Refer tothe Prior
Authorization chapter of thissectionfor more
informationon PA.

For moreinformation, providersmay contact
Wisconsin Medicaid’ sHospitals, Physcians,
and ClinicsUnit at:

Division of Hedlth CareFinancing
Hospitals, Physicians, and Clinics
PO Box 309

Madison W1 53701-0309

Interim Payment for Long Length of
Stay

Hospitalsmay interim bill for DRG claimsif the
reci pient has been aninpatient at the hospital
for morethan 120 days. Submit claimsfor
interim payment with patient status code* 30"
(still apatient) in ltem 22 of the UB-92 claim
form.

Toreceivefinal payment for the claim, submit
an adjustment to the original claim. Refer to
the Claims Submission section of theAll-
Provider Handbook for moreinformation on
how to submit claimsadjustments.

If additional interim paymentsare necessary,
use an adjustment form for the subsequent
requests. At least 30 additional daysare
required to elapse sincethe*through” date on
any previousclaim or adjustment. Write
“interim payment for long length of stay” asthe
adjustment reason. Attach an updated UB-92
claim form to the request. On the updated UB-
92 clamforminclude:

e A current patient status codein Item 22.

*  All accumulated chargessinceadmission
(not just the additional chargessincethe
first interim payment).

*  All other updated information showing al
events up to the “through” date on the
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clam(eg., additiona surgical procedure
codes, new dischargediagnoss).

Retroactive Rate Adjustments

WisconsnMedicaid automatically generates
retroactiverate adjustmentsfor any paid
inpatient claim with dates of dischargeon or
after the effective date of arate change back to
the authorized effective date of the rate change.
No additiona actionisrequired by the hospital
to receive therate adjustment.

For example: Thelegidature approvesrate
changesfor dates of discharge on and after July
1, but does not finalize the change until
September 1. Inthiscase, Wisconsin Medicaid
retroactively adjustsall paid clamswith dates
of discharge between July 1 and September 1.
Both DRG paymentsand outliersare adjusted
for thechange.

Follow-Up to Claims
Submission

Theprovider isresponsiblefor initiating follow-
up procedureson claimssubmitted to Wisconsin
Medicaid. Processed claims appear on the
Remittance and Status Report either as paid,
pending, or denied. Wisconsn Medicaid will
takeno further action on adenied claim until
the provider correctsthe information and
resubmitsthe claim for processing.

If aclaimwaspaidincorrectly, the provider is
respons blefor submitting an Adjustment
Request Form to Wisconsin Medicaid. Refer to
the Claims Submission section of theAll-
Provider Handbook for moreinformeation on:
e Adjustmentstopaidclams.

* Deniedclaims.

e Duplicate payments.

»  Good Faith clamsfiling procedures.

* Remittance and Status Reports.

*  Returnof overpayments.
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Wisconsin
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generates
retroactive rate
adjustments for
any paid inpatient
claim with dates
of discharge on or
after the effective
date of arate
change back to
the authorized
effective date of
the rate change.
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Appendix 1
Request for Unique Suffix Number for Acquired Immune Deficiency
Syndrome, Ventilator-Dependent, or Brain Injury Cases
(for photocopying)

(A copy of the Request for Unique Suffix Number for Acquired Immune Deficiency
Syndrome, Ventilator-Dependent, or Brain Injury Cases form is located on the following
pages.)
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DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing
HCF 1168 (Rev. 04/02)

REQUEST FOR UNIQUE SUFFIX NUMBER FOR ACQUIRED IMMUNE DEFICIENCY SYNDROME,
VENTILATOR-DEPENDENT, OR BRAIN INJURY CASES

Wisconsin Medicaid requires information to enable Medicaid to certify providers and to authorize and pay for medical services provided to eligible recipients.

Recipients are required to give providers full, correct, and truthful information for the submission of correct and complete claims for Medicaid reimbursement. This
information shall include, but is not limited to, information concerning eligibility status, accurate name, address, and Medicaid identification number (HFS 104.02[4], Wis.
Admin. Code).

Under s. 49.45(4), Wis. Stats., personally identifiable information about Medicaid applicants and recipients is confidential and is used for purposes directly related to
Medicaid administration such as determining eligibility of the applicant or processing provider claims for reimbursement. Failure to supply the information requested by
the form may result in denial of Medicaid payment for the services.

Completion and retention of this form is required under s. 7000 of the Hospital Inpatient State Plan. Failure to complete and submit this form may result in denial of
Medicaid payment for the services.

INSTRUCTIONS

1. Type or print clearly.

2. Check the box to indicate which suffix number(s) is being requested.

3. The Wisconsin Medicaid provider number must be the first six digits of your provider number plus the two-digit suffix number. Use the
chart below for the appropriate suffix number.

4. For more information on obtaining suffix numbers, contact Wisconsin Medicaid Provider Services at (800) 947-9627 or (608) 221-9883.

Type of Service Suffix Check
Number Desired
Categories
Acquired Immune Deficiency Syndrome (AIDS) — acute 01
care

AIDS — extended care 02
Ventilator — long-term services 04
Brain injury — out-of-state 80
Brain injury — neuro-behavioral 81
Brian injury — coma-stem 82

Name — Provider Wisconsin Medicaid Provider

Number (eight digits)

Check the pertinent options below:

|:| This facility plans to request the special payment rate for services provided to recipients with Acquired Immune Deficiency Syndrome (AIDS) or Human
Immunodeficiency Virus (HIV) infection in the future.

|:| This facility has an inpatient unit devoted solely to the care of recipients who are ventilator dependent and requests to be
assigned the appropriate suffixes for the special payment rate for services provided to ventilator-dependent recipients in the
future.

|:| This facility does not have an inpatient unit devoted solely to the care of recipients who are ventilator dependent and requests to
be assigned the appropriate suffixes for the special payment rate for services provided to ventilator-dependent recipients in the
future.

|:| This facility plans to request the special payment rate for services provided to recipients with brain injury in the future.

SIGNATURE — Authorized Hospital Staff Member Date Signed

Mail completed forms to the following address:
Wisconsin Medicaid

Provider Maintenance
6406 Bridge Rd
Madison WI 53784-0006



Appendix 2
Procedure Codes for Organ Acquisition and Storage Charges

Use one of the following procedure codes for major organ or bone marrow transplants in Item 44 of the UB-92 claim
form:

Procedure Codes Description
W9110 Heart transplants
W9111 Lung transplants
W9112 Liver transplants
W9113 Pancreas transplants
W9114 Kidney transplants
W9115* Bone marrow transplants (when donor is
located in another hospital)

*Do not add W9115 if the donor is located in the same hospital and applicable charges
are made directly on the recipient’s claim.
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Appendix 3
External Review Organization Review Process

Pre-Admission Review by Telephone

Refer to the Covered Servicesand Related Limitations chapter of thissection for thetypes of admissionsrequiring pre-
admission review (PAR). At the time the physician or hospital contacts the External Review Organization (ERO), an ERO
nurse reviewer determines whether the admission is subject to review procedures and, if so, gathersinformation over the
telephone regarding the patient’s medical condition. The ERO reviewer uses Wisconsin Medicaid psychiatric/substance
abuse (alcohol and other drug abuse) and medical/surgical criteriato determinewhether on the basisof information provided
the admission appearsto be medically necessary. If thereviewer determinesthat the admission might be* suspect” (e.g., not

medicaly necessary):
* TheEROreviewer informsthe provider that the admission issuspect.
e TheERO"“flags’ thecasefor retrospectivereview.

A preliminary determination by the ERO that the medical necessity of theadmissionis* suspect” ismade during thetelephone
review if the admission does not meet the criteriafor admission or if thereis not adequate information to determine whether
thecriteriaare met.

The ERO issuesaunique control number for all admissionsat thetime of thetelephonereview. Claimsfor admissions subject
to thisreview processthat do not have a control number are denied.

Complete medical record documentationisessential for the ERO at thetime of thetel ephoneinterview and hospitalization.
Physicians must be certain that the patient’s record continually and adequately documents the recipient’s condition and need
for inpatient care.

Retrospective Medical Record Review

The ERO under contract with the Department of Health and Family Services (DHFS) routinely performs retrospective
medical record review of “suspect” and other admissionsidentified by the DHFS. Review categories may include:

* Menta health/substance abuse.

e Medicaidfee-for-servicehospitd clams.
*  Randomsamples.

*  Readmissonwithin 31 days.

»  Short stays.

*  Sugpect PARadmissons.
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If acaseisselected for retrospective review, the ERO requests the recipient’s medical record from the hospital. 1f upon
retrospective review, the ERO determines that the admission or any portion of the inpatient stay was not medically
necessary, the ERO informs the hospital and Wisconsin Medicaid of their final determination. All cases selected for review
shall undergo quality of carereview.
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Appendix 4
Certification of Need for Elective/Urgent Psychiatric Substance Abuse
Admissions to Hospital Institutions for Mental Disease for Recipients
Under Age 21
(for photocopying)

(A copy of the Certification of Need for Elective/Urgent Psychiatric Substance Abuse
Admissions to Hospital Institutions for Mental Disease for Recipients Under Age 21 form
Is located on the following page.)
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DEPARTMENT OF HEALTHAND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing HFS 107.13, Wis. Admin. Code

HCF 11047 (Rev. 08/03)
WISCONSIN MEDICAID
CERTIFICATION OF NEED FOR ELECTIVE/URGENT PSYCHIATRIC/SUBSTANCE ABUSE ADMISSIONS
TO HOSPITAL INSTITUTIONS FOR MENTAL DISEASE FOR RECIPIENTS UNDER AGE 21

Wisconsin Medicaid requires information to enable Medicaid to certify providers and to authorize and pay for medical services provided to eligible recipients.

Recipients are required to give providers full, correct, and truthful information for the submission of correct and complete claims for Medicaid reimbursement. This
information shall include, but is not limited to, information concerning eligibility status, accurate name, address, and Medicaid identification number (HFS 104.02[4], Wis.
Admin. Code).

Under s. 49.45(4), Wis. Stats., personally identifiable information about Medicaid applicants and recipients is confidential and is used for purposes directly related to
Medicaid administration such as determining eligibility of the applicant or processing provider claims for reimbursement. Failure to supply the information requested by
the form may result in denial of Medicaid payment for the services.

Completion and retention of this form is required under s. 7000 of the Hospital Inpatient State Plan. Failure to complete and submit this form may result in denial of
Medicaid payment for the services.

INSTRUCTIONS

1. Type or print clearly.

2. All requested information must be provided, including physician and team member credentials. Providers may use their own version of this form as long as it includes all the
same information.

3. Persons completing this form must be members of an independent team that:

. Do not have an employment or consultant relationship with the admitting facility.

. Includes a physician.
. Have competence in diagnosis and treatment of mental iliness, preferably in child psychiatry.

. Have knowledge of the recipient’s situation.

4. The physician and team members signing this form must sign their full names and write their credentials; initials may be used for the first and/or middle name only. A
signature stamp or computer-generated signature is acceptable as long as the hospital institution for mental disease (IMD) has written policies and procedures covering these
signatures. Verbal orders and/or telephone orders are acceptable, but they must be cosigned by the physician giving the order and the date of the cosignature of the
physician must be written beside the signature. The hospital IMD written policies and procedures must state the allowed time by which a verbal order or telephone order must
be cosigned by the physician. The signature must be dated within this time frame for it to be accepted.

5. If the signature and completion dates indicated on the form differ, the Certification of Need (CON) form will be presumed to have been completed on the latest date indicated
on the form.

6. Retain the completed form in the recipient’'s medical record.

7. For more information about CON procedures, contact Wisconsin Medicaid Provider Services at (800) 947-9627 or (608) 221-9883.

SECTION |—RECIPIENT INFORMATION
Name — Recipient Wisconsin Medicaid Identification | Date of Birth (MM/DD/YYYY)
Number (10 digits)

SECTION Il —FACILITY INFORMATION

Name — Admitting Facility Wisconsin Medicaid Provider External Review Organization
Number (eight digits) Control Number
Address — Admitting Facility (Street, City, State, and Zip Code) Date of Admission (MM/DD/YYYY)

We hereby certify the following:
e Ambulatory care resources available in the community do not meet the treatment needs of this recipient.
*  Proper treatment of the recipient’s psychiatric condition requires services on an inpatient basis under the direction of a physician.
e The services can reasonably be expected to improve the recipient’'s condition or prevent further regression so that the services will no
longer be needed.

Name — Physician (print)

SIGNATURE — Physician Credentials Date Signed
SIGNATURE — Other Team Member Credentials Date Signed
SIGNATURE — Other Team Member Credentials Date Signed

Date of CON Form Completion (MM/DD/YYYY)




Appendix 5
Certification of Need for Emergency Psychiatric/Substance Abuse
Admissions to Hospital Institutions for Mental Disease for Recipients
Under Age 21 and in Cases of Medicaid Determination After Admission
(for photocopying)

(A copy of the Certification of Need for Emergency Psychiatric/Substance Abuse
Admissions to Hospital Institutions for Mental Disease for Recipients Under Age 21 and
in Cases of Medicaid Determination After Admission form is located on the following

page.)
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DEPARTMENT OF HEALTHAND FAMILY SERVICES STATE OF WISCONSIN

Division of Health Care Financing HFS 107.13, Wis. Admin. Code
HCF 11048 (Rev. 08/03) WISCONSIN MEDICAID

CERTIFICATION OF NEED FOR EMERGENCY PSYCHIATRIC / SUBSTANCE ABUSE ADMISSIONS TO
HOSPITAL INSTITUTIONS FOR MENTAL DISEASE FOR RECIPIENTS UNDER AGE 21
AND IN CASES OF MEDICAID DETERMINATION AFTER ADMISSION

Wisconsin Medicaid requires information to enable Medicaid to certify providers and to authorize and pay for medical services provided to eligible recipients.

Recipients are required to give providers full, correct, and truthful information for the submission of correct and complete claims for Medicaid reimbursement. This
information shall include, but is not limited to, information concerning eligibility status, accurate name, address, and Medicaid identification number (HFS 104.02[4], Wis.
Admin. Code).

Under s. 49.45(4), Wis. Stats., personally identifiable information about Medicaid applicants and recipients is confidential and is used for purposes directly related to
Medicaid administration such as determining eligibility of the applicant or processing provider claims for reimbursement. Failure to supply the information requested by
the form may result in denial of Medicaid payment for the services.

Completion and retention of this form is required under s. 7000 of the Hospital Inpatient State Plan. Failure to complete and submit this form may result in denial of
Medicaid payment for the services.

INSTRUCTIONS

1. Type or print clearly.

2. Allrequested information must be provided, including physician and team member credentials. Providers may use their own version of this form as long as it includes all
the same information.

3. Persons completing this form must be members of the interdisciplinary team responsible for the plan of care for this recipient, as described in 42 CFR 441.156.

4. The physician and team members signing this form must sign their full names and write their credentials; initials may be used for the first and/or middle name only. A
signature stamp or computer-generated signature is acceptable as long as the hospital institution for mental disease (IMD) has written policies and procedures covering
these signatures. Verbal orders and/or telephone orders are acceptable, but they must be cosigned by the physician giving the order and the date of the cosignature of
the physician must be written beside the signature. The hospital IMD written policies and procedures must state the allowed time by which a verbal order or telephone
order must be cosigned by the physician. The signature must be dated within this time frame for it to be accepted.

5. Ifthe signature and completion dates indicated on the form differ, the Certification of Need (CON) form will be presumed to have been completed on the latest date
indicated on the form.

6. Retain the completed form in the recipient’s medical record.

7. Formore information about CON procedures, contact Wisconsin Medicaid Provider Services at (800) 947-9627 or (608) 221-9883.

Check one:

DEmergencyAdmission D Medicaid Eligibility After Admission
SECTION | —RECIPIENT INFORMATION
Name — Recipient Wisconsin Medicaid Identification | Date of Birth (MM/DD/YYYY)

Number (10 digits)

SECTION Il —FACILITY INFORMATION

Name — Admitting Facility Wisconsin Medicaid Provider External Review Organization
Number (eight digits) Control Number
Address — Admitting Facility (Street, City, State, and Zip Code) Date of Admission (MM/DD/YYYY)

We hereby certify the following:
e Ambulatory care resources available in the community do not meet the treatment needs of this recipient.
*  Proper treatment of the recipient’s psychiatric condition requires services on an inpatient basis under the direction of a physician.
e The services can reasonably be expected to improve the recipient’'s condition or prevent further regression so that the services will no
longer be needed.
Name — Physician (print)

SIGNATURE — Physician Credentials Date Signed
SIGNATURE — Other Team Member Credentials Date Signed
SIGNATURE — Other Team Member Credentials Date Signed

Date of CON Form Completion (MM/DD/YYYY)




Appendix 6
Prior Authorization Request Form (PA/RF) Completion Instructions
for Inpatient Hospital Services

Element 1 — Processing Type
Enter the appropriate three-digit processing type from the list below. The*processing type” isathree-digit code used to
identify a category of service requested.

117 — Physician Services(includes Family Planning Clinicsand Rural Health)

133 — Transplant Services

134— Acquired Immune Deficiency Syndrome (AIDS) Services (hospital and nursing home)

135— Ventilator Services (hospital and nursing home)

999 — Other (use only if the requested category of servicesisnot listed above)

Element 2 — Recipient’s Medical Assistance ID Number
Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbersor letters.

Element 3 — Recipient’s Name

Enter therecipient’slast name, first name, and middleinitial. Usethe Eligibility Verification System (EV S) to obtainthe
correct spelling of the recipient’s name. If the name or spelling of the name on the Medicaid identification card and the EVS
do not match, usethe spelling fromthe EV'S.

Element 4 — Recipient Address
Enter the complete address (Street, city, state, and ZIP code) of the recipient’s place of residence. If therecipientisa
resident of anursing home or other facility, also include the name of the nursing home or facility.

Element 5 — Date of Birth
Enter therecipient’sdate of birthin MM/DD/YYY'Y format (e.g., September 25, 1975, would be 09/25/1975).

Element 6 — Sex
Enter an “X” to specify the recipient’s gender as mae or female.

Element 7 — Billing Provider Name, Address, ZIP Code
Enter the billing provider’s name and complete address (street, city, state, and ZIP code). No other information should be
entered into this element since it also serves as a return mailing label.

Element 8 — Billing Provider Telephone Number
Enter the billing provider’ stelephone number, including areacode, of the office, clinic, facility, or place of business.
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Element 9 — Billing Provider No.
Enter thebilling provider’seight-digit Medicaid provider number. For AIDS, ventilator-dependent, or other care, subgtitutethe
unique suffix number for thefina two digitsof the provider number.

Element 10 — Dx: Primary
Enter the appropriate International Classification of Diseases, Ninth Edition, Clinical Modification (ICD-9-CM)
diagnosis code and description most relevant to the service/procedure requested for the recipient.

Element 11 — Dx: Secondary
Enter the appropriate | CD-9-CM diagnosis code and description additionally descriptive of therecipient’sclinical condition.

Element 12 — Start Date of SOI (not required)

Element 13 — First Date Rx (not required)
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Appendix 6
(Continued)

Element 14 — Procedure Code
Enter the appropriate procedure code for each service/proceduref/item requested.

Element 15 — MOD
Enter the modifier corresponding to the procedure code (if amodifier isrequired by Wisconsin Medicaid policy and the
coding structure used) for each service/procedurefitem requested.

Element 16 — POS
Enter the Medicaid single-digit place of service code designating where the requested service/procedure/item would be
provided/performed/dispensed.

Code Description
1 I npatient Hospital/Ambulatory Surgical Center

Element 17 — TOS
Enter the appropriate Medicaid single-digit type of service code for each service/procedure/item requested.

Numeric Code Description
0 Blood
1 Medical (Physician’'sMedical Services, Home Health, Independent Nurses, Audiol ogy, Physical

Therapy, Occupational Therapy, Speech and L anguage Pathology, Persona Care, Substance
Abuse [Alcohol and Other Drug Abuse], Day Treatment, and Substance Abuse Day Treatment)

2 Surgery
3 Consultation
4 Diagnostic X-Ray — Total Charge
5 Diagnostic Lab — Total Charge
6 Radiation Therapy — Total Charge
7 Anesthesia
8 Assistant Surgery
9 Other, including:
Trangportation
Non-MD Psych (nonboard operated only)
Family Planning Clinic
Rehabilitation Agency
Nurse Midwife
Chiropractic
Alpha Code Description
C Ancillaries, Hospital Outpatient Services, Mental Health Psychotherapy and Evaluations,
Diagnostic Testing, Substance Abuse Services, and Nursing Home
E Accommodations, Hospital, and Nursing Home
X Diagnostic Lab — Professional

Element 18 — Description of Service
Enter awritten description corresponding to the appropriate code for each service/procedure/item requested.
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Element 19 — QR
Enter the quantity (e.g., number of services, dollar amount) requested for each service/procedure/item requested.

e BrainInjury Care Services (number of days).

»  Hogpital Transplant (per hospita Stay).

*  Hospital and Nursing HomeAIDS Services (number of days).

*  Hospital and Nursing Home Ventilator Services (number of days).

Element 20 — Charges
Enter your usua and customary charge for each service/procedure/item requested. If the quantity is greater than “1,”
multiply the quantity by the charge for each service/procedure/item requested. Enter that total amount in this element.

Note: The chargesindicated on the Prior Authorization Request Form (PA/RF) should reflect the provider’s usual and
customary charge for theprocedure requested. Providers are reimbursed for authorized services according to the
Department of Health and Family Service's Terms of Provider Reimbursement.

Element 21 — Total Charge
Enter the anticipated total charge for this request.

Element 22 — Billing Claim Payment Clarification Statement

An approved authorization does not guarantee payment. Reimbursement is contingent upon the recipient’ sand provider’s
eligibility at thetimethe serviceis provided and the completeness of the claim information. Payment isnot made for services
initiated prior to approval or after authorization expiration. Reimbursement isin accordance with Wisconsin Medicaid
methodology and policy. If the recipient isenrolled in amanaged care program at thetime aprior authorized serviceis
provided, Wisconsin Medicaid reimbursement isonly allowed if the serviceis not covered by the managed care program.

Element 23 — Date
Enter the month, day, and year (in MM/DD/YY Y'Y format) the PA/RF was completed and signed.

Element 24 — Requesting Provider Signature
Thesignature of the provider requesting/performing/dispens ng the service/procedure/item must appear in thiselement.

DO NOT ENTER ANY INFORMATION BELOW THE SIGNATURE OF THE REQUESTING PROVIDER —
THIS SPACE IS USED BY WISCONSIN MEDICAID CONSULTANTS AND ANALYSTS.
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Appendix 7
Sample Prior Authorization Request Form (PA/RF) for Inpatient Hospital

Services
MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT PA/RF_ | (o NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN # 133
SUITE 88 AT #
MADISON, WI 53784-0088 PA # 1223334
2 RECIPIENT’'S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Recipient, Ima D. Anytown, W1 55555
5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
09/25/1975 M FIX ( 555 ) 555-5555
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
.M. Provider 10 DX: PRIMARY .
O 203.0Multiplemyeloma
1 W. Williams 11 DX: SECONDARY
Anytown, WI 55555
12 START DATE OF SOI: 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MoD | Pos | TOS DESCRIPTION OF SERVICE QR CHARGES
41.01 1 0 |Autologousbonemarrow transplant $100,000.00
W9115 1 C | Acquisition cost
. . 21
22. An approved authorization does not guarantee payment. CL%E(!;E $100,000.00

Reimbursement is contingent upon eligibility of the
recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made
for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

- = -
. MM/DDIYYYY Im. dor
DATE REQUESTING PROVIDER SIGNATURE
(DO NOT WRITE IN THIS SPACE)
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AUTHORIZATION:

| | | PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED
APPROVED GRANT DATE EXPIRATION DATE
MODIFIED - REASON:
DENIED - REASON:
RETURN - REASON:
DATE CONSULTANT/ANALYST SIGNATURE
482-120
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Appendix 8
Prior Authorization by Fax Guidelines

Providers may fax prior authorization (PA) requeststo Wisconsin Medicaid at (608) 221-8616. Prior authorization requests
sent to any Wisconsin Medicaid fax number other than (608) 221-8616 may result in processing delays.

When faxing PA requeststo Wisconsin Medicaid, providers should be aware of thefollowing:

Faxing aPA request eliminates oneto three days of mail time. However, the adjudication time of the PA request hasnot
changed. All actionsregarding PA requests are made within thetime frames outlined in the Prior Authorization section of
theAll-Provider Handbook.

Faxed PA requests must bereceived by 1:00 p.m., otherwise, they will be considered asreceived thefollowing business
day. Faxed PA requests received on Saturday, Sunday, or aholiday will be processed on the next business day.

After faxing a PA request, providers should not send the original paperwork, such asthe carbon Prior Authorization
Request Form (PA/RF), by mail. Mailing the original paperwork after faxing the PA request will create duplicate PA
requests in the system and may result in adelay of several daysto process the faxed PA request.

Providers may not photocopy and reuse the same PA/RF for other requests. When submitting a new request for PA, it
must be submitted on anew PA/RF so that the request is processed under a new PA number. This requirement applies
whether the PA request is submitted by fax or by mail.

When resubmitting afaxed PA request, providers are required to resubmit the faxed copy of the PA request, including
attachments, which includesWisconsin Medicaid’'s 15-digit internal control number located on thetop half of the PA/RF.
Thiswill alow the provider to obtain the earliest possible grant date for the PA request (apart from backdating for
retroactive eigibility). If any attachments or additiona information that was requested is received without the rest of the
PA request, the information will be returned to the provider.

When faxing information to Wisconsin Medicaid, providers should not reduce the size of the PA/RF to fit on the bottom
half of the cover page. This makes the PA request difficult to read and leaves no space for consultantsto write a
response if needed or to sign the request.

If a photocopy of the origina PA request and attachments is faxed, the provider should make sure these copies are clear
and legible. If theinformationisnot clear, it will bereturned to the provider.

Refaxing a PA request before the previous PA request has been returned will create duplicate PA requests and may
resultindelays.

If the provider does not indicate hisor her fax number, Wisconsin Medicaid will mail the decision back to the provider.

Wisconsin Medicaid will attempt to fax a PA request to a provider threetimes. If unsuccessful, the PA request will be
mailedtotheprovider.
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Appendix 9
UB-92 Claim Form Completion Instructions for Inpatient Hospital Services

Usethesebilling instructionsto avoid denied claims or inaccurate claim payment. Enter all required dataon the UB-92
claimforminthe appropriate dataitem. Do not include attachments. UB-92 items are required unless“ optional” or “not
required” isspecified.

Theseinstructionsare for the completion of the UB-92 claim for Wisconsin Medicaid. For complete billing instructions,
refer to the National UB-92 Uniform Billing Manual prepared by the National Unified Billing Committee (NUBC). The
National UB-92 Uniform Billing Manual containsimportant coding information not availablein theseinstructions.
Providersmay purchasethe National UB-92 Uniform Billing Manual by writing or calling:

American Hospital Association
National Uniform Billing Committee
29th FH

1N Franklin

Chicago IL 60606

(312) 422-3390

For more information, go to the NUBC web site at www.nubc.org/.

Wisconsin Medicaid recipientsreceiveaM edicaididentification card upon being determined eligiblefor Wisconsin
Medicaid. Alwaysverify arecipient’ seligibility before providing nonemergency servicesby usingtheEligibility Verifica-
tion System (EV S) to determineif there are any limitations on covered services and to obtain the correct spelling of the
recipient’sname. Refer to the Provider Resources section of the All-Provider Handbook or the Medicaid Web site at
www.dhfs.state.wi.us/medicaid/ for moreinformation about the EV S.

Item 1* — Provider Name, Address, and Telephone Number
Enter the name of the hospital submitting the claim and the complete mailing addressto which the hospital wishes payment
sent. Include the hospital city, state, and ZIP code.

Item 2 — ERO Assigned Number (required, if applicable)
Enter the Pre-Admission Review control number if required.

Iltem 3 — Patient Control No.
Enter the patient’s control numbe.

Item 4 — Type of Bill
Enter thethree-digit type of bill number. The bill number for inpatient hospitalsis.

111 =Hospital, Inpatient, Admit through Discharge Claim
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Item 5 — Fed. Tax No. (Not required)

Item 6 — Statement Covers Period (from - through)
Enter both datesin MMDDY'Y format (e.g., May 9, 2003, would be 050903).

Item 7 — COV D.
Enter the total number of days covered by the primary payer, as quaified by the payer organization such as commercia
health insurance or Medicare. Do not count the day of discharge.

Item 8 — N-C D.
Enter the total noncovered days by the primary payer. The sum of covered days and noncovered days must equal the
number of daysin the“from - through” period.
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Iltem 9 — C-1 D (Not required)
Item 10 — L-R D (Not required)
Item 11 — Unlabeled Field (reserved for state use)

ltem 12 — Patient Name

Enter therecipient’slast name, first name, and middleinitia . Usethe Eligibility Verification System (EV'S) to obtainthe correct
spelling of therecipient’sname. If thename or spelling of the name on the Medicaid identification card and the EV Sdo not
match, usethespelling fromthe EVS.

*[temsarea soreferred to as* Form Locators’ inthe UB-92 Billing Manual.
Item 13 — Patient Address (not required)

Item 14 — Birthdate (not required)

Item 15 — Sex (not required)

Item 16 — MS (not required)

Item 17 — Admission Date
Enter theadmission dateintheMMDDY'Y format (e.g., 050103).

Item 18 — Admission HR (not required)

Item 19 — Admission Type
1 = Emergency
2 = Urgent
3=Elective
4 = Newborn

Item 20 — Admission SRC
Enter the code indicating the source of thisadmission. Refer to the UB-92 Billing Manual for moreinformation on thisitem.

Item 21 — D HR (not required)

Item 22 — STAT
Enter the code indicating patient status as of the “ Statement Covers Period” through date (Item 6).
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Item 23 — Medical Record No.
Enter the number assigned to the patient’s medical/health record by the provider.

Items 24-30 — Condition Codes (required, if applicable)

Item 31 — Unlabeled Field (reserved for state use)

Items 32-35 a-b — Occurrence (Codes and Dates) (Required, if applicable)

Item 36 — Occurrence Span (Codes and From-Through) (required, if applicable)

Item 37 a-c — Unlabeled Field (reserved for state use)
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Item 38 — Unlabeled Field (reserved for state use)
Items 39-41 a-d — Value Codes (Codes and Amounts) (required, if applicable)

ltem 42 — REV. CD.
Enter the revenue codewhichidentifiesaspecific accommodation, ancillary service, or billing cal culation.

Item 43 — Description
Enter adescription for the revenue code(s) listed in Item 42.

Item 44 — HCPCS/Rates (required, if applicable)
Enter therate for each accommodation revenue codeindicated.

Item 45 — Serv. Date (not required)

Item 46 — Serv. Units
Enter thetotal number of covered accommodation days, ancillary units of service, or visits, where appropriate.

Item 47 — Total Charges
Enter thetotd charges pertaining to the related revenue code for the current billing period asentered in Item 6.

Item 48 — Non-covered Charges (not required)
Item 49 — Unlabeled Field (reserved for state use)

Item 50 A-C — Payer
Identify all third-party payers(including Medicareand commercia healthinsurance). Enter “T19” for Wisconsin Medicaid
and “MED” for Medicare. For alist of identifiersfor commercia health insurance, refer to the UB-92 Billing Manual.

Item 51 A-C — Provider No.
Enter the number assigned to the provider by the payer indicated in ltem 50 A, B, and C.

Item 52 A-C — Rel Info (not required)
Item 53 A-C — Asg Ben (not required)

Item 54 A-C — Prior Payments (required, if applicable)
There must be adollar amount or $0.00 reported here for the third-party payer identified in Item 50. Do not indicate any
Medicare payments.

>
o
°
@
>
=
X

Item 55 A-C — Est Amount Due (not required)
Item 56 — Unlabeled Field (reserved for state use)
Item 57 — Unlabeled Field (reserved for state use)

Item 58 A-C — Insured’s Name
If submitting aclaim for anewborn and using the mother’s M edicaid i dentification number, both the mother’ snameand birth
date should beindicated here.

Item 59 A-C — P. Rel (not required)
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Item 60 A-C — Cert. — SSN — HIC. — ID No.

Enter therecipient’s10-digit Medicaid identification number asit gppearson his/her identification card.

Note: When the hospital stay involvesabirth(s), each baby’s charges must be submitted on aseparate claim form. If the
entire stay islessthan 11 days, the hospital may submit the baby’s claim using the mother’sMedicaid identification
number, identifying the baby’s sex with occurrence code 50 or 51 and indicating the occurrence (birth) date.
Otherwise, theclaim should be submitted using the baby’ sM edi caid i dentification number, onceassigned.

Item 61 A-C — Group Name (not required)
Item 62 A-C — Insurance Group No. (not required)

Item 63 A-C — Treatment Authorization Codes (required, if applicable)
Indicatetheapproved seven-digit Wisconsin Medicaid prior authorization number.

Item 64 — Esc (not required)
Item 65 — Employer Name (not required)
Item 66 — Employer Location (not required)

Item 67 — Prin. Diag. CD.

The principal diagnosiscodeidentifiesthe condition chiefly responsiblefor the patient’svisit or treatment. Enter thefull
International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) code (up to five digits)
describing theprincipa diagnosis(e.g., the condition established after study to be chiefly responsiblefor causing theadmission
or other health care episode). Any condition whichisnot manifested upon admission or that devel ops subsequently should not
be selected asthe principa diagnoss.

Manifestation codesare not to berecorded asthe principal diagnosis; codethe underlying diseasefirst. The principal diagnosis
codemay notinclude*E” codes. “V” codesmay be used asthe principal diagnosis, unlessrestricted by the payer.

Items 68-75 — Other Diag. Codes (required, if applicable)

Enter the ICD-9-CM diagnosis codes corresponding to additional conditionsthat coexist at thetime of admission, or develop
subsequently, and which have an effect on the treatment received or the length of stay. Diagnoses which relate to an earlier
episode and which have no bearing on this episode are to be excluded.

Item 76 — Adm. Diag. Cd.
Enter the ICD-9-CM diagnosis code provided at the time of admission as stated by the physician.
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Item 77 — E-Code (not required)

Item 78 — Unlabeled Field (reserved for state use)
Item 79 — P.C. (not required)

Item 80 — Principal Procedure Codes and Dates (required, if applicable)
Enter the |CD-9-CM surgical procedure code that identifies the principal procedure performed during the period covered by
thisbill and the date on which the principal procedure described on the bill was performed.

Note: Most often the principal procedure will be that procedure which ismost closely related to the principal discharge
diagnosis.

Item 81 — Other Procedure Codes and Dates (required, if applicable)
If morethan six procedures are performed, report those that are most important for the episode using the same guidelinesfor
determining principal procedure (Item 80).
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Item 82 a-b — Attending Phys. ID
Enter the Unique Physician | dentification Number or license number and name.

Item 83 a-b — Other Phys. ID (not required)

Item 84 a-d — Remarks (enter information when applicable)
Enter third-party insurance (commercia insurance coverage) unlessthe service does not require third-party billing. Third-
party insurance must bebilled beforebilling Wisconsn Medicaid.

Other Insured’s Name

Providersmust bill commercia healthinsurance beforebilling Wisconsin Medicaid unlessthe servicedoesnot require health
insurance billing according to the Coordination of Benefits section of theAll-Provider Handbook. L eavethisitem blank when
thefollowing applies:

e Theprovider hasnot billed thecommercia hedlthinsurance becausedigibility verification did not indicate other coverage.

»  Theservicedoesnot requirecommercia healthinsurance billing according to the Coordination of Benefits section of the
All-Provider Handbook.

o EHligibility verificationindicates“ DEN” only.

*  Whendigibility verificationindicates“HPR” “BLU,” “WPS,” “CHA,” or “OTH,” and the servicerequirescommercia
healthinsurancebilling according to the Coordination of Benefits section of theAll-Provider Handbook, indicate one of
thefollowing codes:

Code Description

Ol-P Usethe OI-Pdisclaimer code when therecipient’shealth insurance paysany portion. Theclaimindicates
the amount paid by the health insurance company to the provider or theinsured.

OI-D Usethe OI-D disclaimer code only when these three criteria are met:

vV Eligibility verificationindicates*HPP” “BLU,” “WPS,” “CHA,” “DEN,” or “OTH.”
V' Thesearvicerequiresbilling health insurance before Wisconsin Medicaid.
V' The charges have been billed to the health insurance company and the insurance company has denied

them.
ol-Y Usethe OI-Y disclaimer code when the identification card indicates other coverage but the insurance
company wasnot billed for reasonsincluding:
V' The provider knowsthe servicein question is not covered by theinsurer (i.e., has aprevious denidl). >
=]
vV Insurancefailed to respond to afollow-up claim. B
>
Whendigibility verificationindicates“HMO” or “HMP,” oneof thefollowing disclaimer codesmust beindicated, if gpplicable: 5
Code Description
Ol-P Usethe Ol-P disclaimer code when the health insurance paysany portion. The amount paidisindicated on
theclaim.
OI-H Usethe Ol-H disclaimer code only when these two criteria are met:

vV Eligibility verificationindicates“HMO” or “HMP”
v TheHMO or HMP does not cover the service or the billed amount does not exceed the coinsurance or
deductibleamount.

Note: Providers may not use Ol-H if the HM O or HM P denied payment because an otherwise covered service
was not provided by adesignated provider. Wisconsin Medicaid does not reimburse services covered by an
HMO or HM P except for the copayment and deductible amounts. Providerswho receive acapitation payment
from theHMO may not bill Wisconsin Medicaid for serviceswhich areincluded in the capitation payment.
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M edicaremust bebilled beforeWisconsin Medicaid. IndicateaMedicaredisclaimer codeif both thefollowing statementsare
true:

* Medicarecoversthe procedureat | east sometimes.

*  Therecipient'sWisconsin Medicaid eligibility verification showshe or shehasMedicare coveragefor theservice
performed. For example, the serviceis covered by Medicare Part A and the recipient hasMedicare Part A.

e Thenonphysician provider’sWisconsin Medicaid file showshe or sheisMedicare certified. (If necessary,
Medicarewill retroactively certify physiciansfor thedate and the service provided if they held avalid licensewhen
the service was performed.

Code Description

M-1  Medicare benefits exhausted. Usethiscode when Medicare has denied the claim becausetherecipient’s
lifetimebenefit, spell of illness, or yearly allotment of availablebenefitsisexhausted.

Use M-1inthesetwo instancesonly:

For Medicare Part A (al three criteriamust be met):
»  TheproviderisidentifiedinWisconsn Medicaidfilesascertified for Medicare PartA.
e Therecipientisdigiblefor MedicarePartA.
*  Thesarviceperformediscovered by Medicare Part A but isnot payable dueto benefits being exhausted.

For Medicare Part B (all three criteriamust be met):
»  TheproviderisidentifiedinWisconsn Medicaidfilesascertified for Medicare Part B.
» Therecipientisdigiblefor Medicare Part B.
»  Theprocedureprovided iscovered by Medicare Part B but isnot payable dueto benefitsbeing exhausted.

M-5  Providerisnot Medicare-certified. Usethiscodewhen the provider isidentifiedin Wisconsin Medicaid files
ashbeing Medicare certified but the provider ishilling for dates of service before or after hisor her Medicare
certification effectivedates.

Use M-5inthesetwo instancesonly:
For Medicare Part A (al three criteriamust be met):

e Theprovider isnot certified for Medicare Part A.

» Therecipientisdigiblefor MedicarePartA.

*  Theprocedure provided is covered by Medicare Part A.
For Medicare Part B (all three criteriamust be met):

»  Theprovider isnot certified for Medicare Part B.

» Therecipientiseligiblefor Medicare Part B.

*  Theprocedure provided is covered by Medicare Part B.
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M-6  Recipient not Medicare-eligible. Usethiscodewhen Medicare denies payment for servicesrelated to chronic
renal failure becausetherecipientisnot eligiblefor Medicare. Bill Medicarefirst even whentherecipientis
identifiedin Wisconsin Medicaidfilesasnot eligiblefor Medicare.

Use M-6inthesetwo instancesonly:

For Medicare Part A (al three criteriamust be met):
*  TheproviderisidentifiedinWisconsn Medicaidfilesascertified for Medicare PartA.
*  Medicaredeniestherecipient eigibility.
» Theserviceisrelated to chronicrenal failure.
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For Medicare Part B (all three criteria must be met):
e Theproviderisidentifiedin Wisconsn Medicaid filesascertified for Medicare Part B.
*  Medicaredeniestherecipient digibility.
» Thesaviceisreatedto chronicrenal falure.

M-7  Medicaredisallowed or denied payment. Usethis code when Medicare deniesthe claim for reasonsrel ated
topolicy, not billing errors. Use M-7 in thesetwo instances only:
For Medicare Part A (al three criteriamust be met):
e TheproviderisidentifiedinWisconsin Medicaidfilesascertified for Medicare Part A.
o Therecipientiseligiblefor MedicarePartA.
e Thesarviceiscovered by Medicare Part A, but isdenied by Medicare Part A.
For Medicare Part B (all three criteriamust be met):
e Theproviderisidentifiedin Wisconsn Medicaid filesascertified for Medicare Part B.
e Therecipientiseligiblefor Medicare Part B.
* Thesarviceiscovered by Medicare Part B, but is denied by Medicare Part B.

M-8  Noncovered Medicare service. Usethis code when Medicare was not billed because the service, under
certain circumstances (for example, diagnosis), isnot covered.
For Medicare Part A (all three criteriamust be met):
*  TheproviderisidentifiedinWisconsin Medicaid filesascertified for Medicare Part A.
e Therecipientiseligiblefor MedicarePartA.
* Thesarviceisusualy covered by Medicare Part A, but not under certain circumstances (for example,
diagnoss).
For Medicare Part B (al three criteriamust be met):
e Theproviderisidentifiedin Wisconsn Medicaid filesascertified for Medicare Part B.
e Therecipientiseligiblefor Medicare Part B.
e Thesarviceisusually covered by Medicare Part B, but not under certain circumstances (for example,
diagnosis).

Leavetheelement blank if Medicareisnot billed becauseeligibility verificationindicated no M edicare coverage.

If Medicare alowsan amount on therecipient’ s claim, attach the Explanation of M edicare Benefitsto the claim and
leave this element blank. Do not enter Medicare paid amounts on the claim form. Refer to the Claims Submission
section of the All-Provider Handbook for moreinformation about submitting claimsfor dual -entitlees.
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Item 85 — Provider Representative
Enter an authorized signatureindicating that theinformation entered ontheface of thisclaimisin conformancewith the

certification ontheback of thisclaim. A facsmilesignatureisacceptable.

Item 86 — Date
Enter the date on which the claim is submitted to the payer.
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Appendix 10

Sample UB-92 Claim Form for Inpatient Services

APPROVED OMB NO. 0938-0279 I‘
|

IM BILLING HOSPITAL 2 3 PATIENT CONTROL NO
327 HOSPITAL RD 11111111 123456789 111
ANYTOWN WI 55555 5 FED.TAXNO. 8 STATEMENT COVERSPERIOD | 7COVD| 8NCO | 8CID. | 10LARD|11
(555) 327-5555 080901 | 081401 5
T2 PATIENT NAME 13 PATIENT ADDRESS
RECIPIENT, IMAD.
14 BIRTHDATE 16 SEX | 16 MS ose DMISSION @ vee | 20 src |21 OHR[22 STAT| 23 MEDICAL RECORD NO 2 SONDITION CODES 31
09251975 | F 080901 | 07 | 1 1] 7 03 7654321
%&OCCURF&%E ‘ “E’i‘;g a?:ouz OCCUR%?}‘EC £ " ‘ ngDE QCR&J RRENCE SPAN irove }3\7 A
B B
c
% . VALUECODES VALUE CODES
a a
b b
c c
d i d
42 REV. CD. | 43 DESCRIPTION 44 HCPCS/ RATES 45 SERV.DATE |46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
120 ROOM — BOARD/SEMI 5 1512 :60 !
250 PHARMACY 19 243 195 z
271 SUPPLY/NON-STER 19 65 32 i
272 STERILE SUPPLY 8 179 :44 5
300 LABORATORY/LAB 6 513 :80 6
305 LAB/HEMATOLOGY 1 62 :00 7
324 DX X-RAY/CHEST 1 124 75 8
350 CT SCAN 1 470 :72 ®
420 | PHYSICAL THERP 5 341 85 .
424 PHYS THERP/EVAL 1 142 87 12
450 EMERG ROOM 3 637 :13 13
730 EKG/ECG 1 132 :00 14
15
16
17
18
19
20
001 TOTAL 4426 143 21
22
23
50 PAYER 51 PROVIDER NO. Tl 51 PRIOR PAYMENTS 55 EST AMOUNT DUE 56
T19— WI Medicaid 87654321
- >
57 DUE FROM PATIENT P o
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - ID NO. 61 GROUP NAME 52 INSURANCE GROUP NO -8
1234567890 . 2
B X
c
53 TREATMENT AUTHORIZATION CODES sesc| 65 EMPLOYER NAME 56 EMPLOYER LOCATION
1234567 A
B
C
67 PRIN. DIAG CD. 68 CODE ik DB 70 CODE ey OTHERDIAG. CODES Wi ORI 74 GODE yidhs 76 ADM. DIAG. CD | 77 E-CODE s
9661 78039 | 43889 72989 7813 43820 43811 9661 £6000
79 pC 80 PRNCIPALPROCEDURE 1 o JTHER PROCEDURE A a2 atrenoing Pvs 0 N24680 PHY SIESON a
b
| i ol | o 83 OTHER PHYS.ID 11111 a
b
84 REMARKS OTHER PHYS. ID a
b
85 PROVIDER FEPRESENTATIVE T6 DATE
X T.m. “Eroow dan 081901

UB-92 HCFA-1450 | CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TQ THIS BILL AND ARE MADE A PART HEREOF.

OCR/Original
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Appendix 11
Wisconsin Medicaid Newborn Report
(for photocopying)

(A copy of the Wisconsin Medicaid Newborn Report is located on the following page.)
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DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing
HCF 1165 (Rev. 02/03)

WISCONSIN MEDICAID
NEWBORN REPORT

Wisconsin Medicaid requires information to enable Medicaid to authorize and pay for medical services provided to eligible
recipients.

Recipients are required to give providers full, correct, and truthful information for the submission of correct and complete claims for
Medicaid reimbursement. This information should include, but is not limited to, information concerning eligibility status, accurate
name, address, and Medicaid identification number (HFS 104.02[4], Wis. Admin. Code).

Under s. 49.45(4), Wis. Stats., personally identifiable information about Medicaid applicants and recipients is confidential and is
used for purposes directly related to Medicaid administration such as determining eligibility of the applicant, processing prior
authorization (PA) requests, or processing provider claims for reimbursement. Failure to supply the information requested by the
form may result in denial of Medicaid payment for the services.

The use of this form is voluntary and providers may develop their own form as long as it includes all the information on this form.

INSTRUCTIONS

1. Type or print clearly.

2. All requested information must be provided.

3. In multiple birth situations, a separate Newborn Report must be filled out for each birth.

4. For more information on newborn reporting, contact Wisconsin Medicaid Provider Services at (800) 947-9627 or
(608) 221-9883. Mail or fax completed forms to:

Wisconsin Medicaid
PO Box 6470
Madison W1 53716
Fax (608) 224-6318

SECTION | — HOSPITAL (OR OTHER PROVIDER) INFORMATION

Name — Hospital (or Other Provider) Wisconsin Medicaid Provider Number
(eight digits)
Name — Contact Person Telephone Number — Contact Person

( )

SECTION Il — NEWBORN INFORMATION
Name — Newborn (First, Middle Initial, Last) Date of Birth (MM/DD/YYYY)

Sex Date of Death, if applicable (MM/DD/YYYY)
Q Female O Male

Multiple Births

d Yes d No If yes, complete a form for each birth.
SECTION Il — MOTHER INFORMATION
Name — Mother Address (Street, City, State, and Zip Code)

Medicaid Identification Number — Mother

Medicaid Identification Number — Case Head

SECTION IV — AUTHORIZATION

This information is accurate to the best of my knowledge.
SIGNATURE — Hospital (or Other Provider) Representative Date Signed




Appendix 12
Revenue Codes for Hospitals

Thefollowingisacompletelist of Medicaid-allowable revenue codesfor inpatient and outpatient hospital claims.

Policy Specific Revenue Codes

Revenue codes that require a service-
specific third digit from the UB-92
Billing Manual

11X, 12X, 13X, 15X, 16X, 17X, 20X, 21X, 25X, 36X, 51X,
71X, 90X, 91X, 92X, 94X, 96X

Revenue codes that require a Current
Procedural Terminology laboratory 30X, 31X, 923, 925
procedure code for outpatient services

Revenue codes for dental services 512 (Use when providing dental services as part of an
outpatient visit.)

Revenue codes for vision care services | 519 (Use when providing vision care services as part of an
outpatient visit.)

Outpatient observation room 719 (Use when recipient is under observation after
recovering from ambulatory surgery.)

Revenue codes exempt from recipient | 820-859, 901, 918

copayment Note: Revenue code 253 is exempt from recipient
copayment on crossover claims.

Revenue code 450 is exempt from copayment for outpatient
services.

Noncovered revenue codes 140-149, 180-189, 220-221, 229, 294, 374, 547-548, 550,
609, 624, 637, 660-669, 670-679, 780-789, 880, 990-999

Noncovered revenue codes for

psychiatric hospitals 520, 529, 940, 949

Noncovered revenue codes for general
hospitals billing psychiatric or 520, 529, 940, 949
substance abuse services

Nonbillable revenue codes Nonbillable for bill type 11X:

100-101, 115, 135, 155, 240, 249, 253, 259, 279, 291-293,
299, 479, 530-531, 539, 540-546, 549, 551-552, 559, 570-
572, 579, 580-582, 589, 590, 599, 600-604, 650-657, 659,
912-913, 960-964, 969, 971-979, 981-989

Nonbillable for bill type 13X:

180-239, 240, 249, 259, 279, 299, 540-546, 549, 550-552,
559, 570-572, 579, 580-582, 589, 590, 599, 600-604, 650-
657, 659, 912-913, 990-999
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Billable, noncovered revenue code 180
Restricted revenue codes 110-114, 116-117, 119
Revenue code for medication checks 510
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Appendix 13
Wisconsin Medicaid Organ Transplant Institutions

Thefollowingisapartid list of Wisconsin M edicaid-alowable organ transplant institutions.

Type of Facility
Transplant

Bone-marrow May be done at any Wisconsin Medicaid-approved facilities

Heart » Abbott Northwestern Hospital — Chicago, IL.
» Children’s Hospital of Wisconsin — Milwaukee, WI.

» Fairview University Medical Center (University of Minnesota
Hospital and Clinics) — Minneapolis, MN.

» Froedtert Memorial Lutheran Hospital — Milwaukee, WI.

* Mayo Clinic (St. Mary's Hospital) — Rochester, MN.

e St. Luke’s Medical Center — Milwaukee, WI.

» University of Wisconsin Hospital and Clinics — Madison, WI.
» Other out-of-state hospitals approved by Medicare.

Heart-lung » Children’s Hospital of Wisconsin — Milwaukee, WI.

» Fairview University Medical Center (University of Minnesota
Hospital and Clinics) — Minneapolis, MN.

» Froedtert Memorial Lutheran Hospital — Milwaukee, WI.

» St. Luke’s Medical Center — Milwaukee, WI.

» University of Wisconsin Hospital and Clinics — Madison, WI.
» Other out-of-state hospitals approved by Medicare.

Kidney May be done at any Medicare-approved facility.

Liver » Children’s Hospital of Wisconsin — Milwaukee, WI.

» Fairview University Medical Center (University of Minnesota
Hospital and Clinics) — Minneapolis, MN.

» Froedtert Memorial Lutheran Hospital — Milwaukee, WI.

» St. Luke’s Medical Center — Milwaukee, WI.

» University of Wisconsin Hospital and Clinics — Madison, WI.
» Other out-of-state hospitals approved by Medicare.
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Lung » Children’s Hospital of Wisconsin — Milwaukee, WI.

» Fairview University Medical Center (University of Minnesota
Hospital and Clinics) — Minneapolis, MN.

» Froedtert Memorial Lutheran Hospital — Milwaukee, WI.
» University of Wisconsin Hospital and Clinics — Madison, WI.
» Other out-of-state hospitals approved by Medicare.

Pancreas » Fairview University Medical Center (University of Minnesota
Hospital and Clinics) — Minneapolis, MN.

» Froedtert Memorial Lutheran Hospital — Milwaukee, WI.
» University of Wisconsin Hospital and Clinics — Madison, WI.
» Other out-of-state hospitals approved by Medicare.
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Appendix 14
Inpatient Dual-Entitlee Billing Instructions for Partial or No Part A
Benefits

Usethefollowing billing instructionsfor dua-entitleeswith partial or no Medicare Part A benefits.

Part A Benefits Exhausted Prior to Admission (No Part A)

1. Bill Medicarefor all Medicare Part B billableancillariesfor the noncovered Medicare Part A days. Wisconsin Medicad
allowsand paysthe coinsurance and any deductible on those M edi care-approved servicesthrough the crossover claim
(automatic or paper submission— CT 31— Outpatient Crossover).

2. Bill Wisconsin Medicaid for all inpatient chargesincluding the Medicare Part B charges. Inltems39to 41 of the UB-92
claimform usethevaue code 81 and state the total chargesbilled to Medicare Part B (not the M edicare payment
amount). In Item 84 of the UB-92 claim form indicate M edicare disclaimer code“M-1.” Wisconsin Medicaid paysthe
claim (CT 40— straight Wisconsin Medicaid I npatient) deducting the amount shown with value code 81 fromthe
diagnosisrelated group (DRG) reimbursement since this amount was aready paid through the crossover claim (CT —
31 Outpatient Crossover). Do not attach the Medicare Remittance Advice (RA) to thisclaim.

3. (Optionad) Bill Medicarefor the Professional Component charges onthe CM S 1500 claim form. Wisconsin Medicaid
allowsand paysthe coinsurance and any deductible on those M edi care-approved servicesthrough the crossover claim
(automatic or paper submission— CT 30— Professional Crossovey).

Part A BenefitsExhausted Mid-Say (Partial Part A)

1. Bill Medicarefor al chargesfor the entire stay. Medicare approves and paysthe Medicare Part A covered days.
Wisconsin Medicaid allows and pays the coinsurance and any deductible on those Medi care-approved days through the
crossover claim (automatic or paper submission — CT 50 — Inpatient Crossover).

2. Bill Medicarefor dl Medicare Part B billableancillariesfor the noncovered Medicare Part A days. Wisconsin Medicaid
allowsand paysthe coinsurance and any deductible on those M edi care-approved servicesthrough the crossover claim
(automatic or paper submission— CT 31— Outpatient Crossover).

3. Bill Wisconsin Medicaid for al inpatient chargesfor the entire stay, including theMedicare Part B charges. Inltems 39
to 41 of the UB-92 claim form, use both value codes 81 and 83.

With value code 81, statethe total chargesbilled to Medicare Part B (not Medicare Payment Amount).

With Value code 83 state the M edicare Part A allowed amount. The M edicare Part A allowed amount iscalculated from
theMedicare RA by adding the Medicare paid amount, plus both the coi nsurance amount and deductibleamount. The
total of these amounts must belisted in value code 83.

Inltem 84 of the UB-92 claim form, indicate M edicare disclaimer code“M-1."

Wisconsin Medicaid paystheclaim (CT 40 — straight Medicaid I npatient) deducting the total amountsshownwithvaue
codes 81 and 83 from the DRG reimbursement since these amounts were already paid through the crossover claims (CT
31— QOutpatient Crossover and CT 50 — Inpatient Crossover).

Do not attach the Medicare RA tothisclaim.
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Glossary of Common Terms

Adjustment
A modified or changed claimthat wasoriginaly
allowed, at least in part, by Wisconsin Medicaid.

Allowed status
A Medicaid or Medicare clam that has at |east one
servicethat isreimbursable,

BadgerCare

BadgerCare extends Medicaid coverage through a
Medicaid expansion under Titles XIX and X XI to
uninsured children and parentswith incomesat or
below 185% of the federal poverty level and who meet
other program requirements. The goa of BadgerCare
istofill the gap between Medicaid and private
insurance without supplanting or “ crowding out” private
insurance.

BadgerCare benefits are identicd to the benefits and
services covered by Wisconsin Medicaid and
recipients hedlth careisadministered through the same
ddivery system.

BOQA

Bureau of Quality Assurance. The BQA surveys
hospital facilitiesto ensure they meet grict fireand life
safety codes, and administrative and program standards
specifically required for hospitalsby the Department of
Hedlth and Family Services (DHFS).

CLIA

Clinica Laboratory Improvement Act. Congress
implemented CLIA toimprovethe quality and safety of
laboratory services. CLIA establishes standards and
enforcement procedures.

CMS

Centersfor Medicareand Medicaid Services. An agency
housed within the U.S. Department of Health and
Human Services(DHHS), the CM Sadministers
Medicare, Medicaid, related quality assurance
programs, and other programs. Formerly known asthe
Hedlth Care Financing Administration (HCFA).

CON

Certification of Need. Federa and state regulations
require providers to conduct and document a CON
assessment for al recipients under the age of 21 who
are admitted to a psychiatric or substance abuse
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ingtitution for mental disease (IMD) for elective/urgent
or emergency psychiatric or substance abuse (al cohol
and other drug abuse) trestment services.

CPT

Current Procedural Terminology. A listing of descriptive
termsand codesfor reporting medical, surgical,
therapeutic, and diagnostic procedures. Thesecodesare
devel oped, updated, and published annually by the
American Medica Association and adopted for billing
purposes by the Centersfor Medicareand Medicaid
Services(CMS), formerly HCFA, and Wisconsin
Medicad.

Crossover claim

A Medicare-alowed clam for adual entitlee sent to
Wisconsin Medicaid for possibleadditional payment of
the Medicare coinsurance and deductible.

DHCF

Division of Hedlth Care Financing. The DHCF
administers Wisconsin Medicaid for the Department of
Hedlth and Family Services (DHFS) under statutory
provisions, administrativerules, andthe state's
Medicaid plan. The state'sMedicaid planisa
comprehensive description of the state’'sMedicaid
program that provides the Centers for Medicare and
Medicaid Services (CMS), formerly HCFA, and the
U.S. Department of Health and Human Services
(DHHS), assurances that the program is administered
in conformity with federal law and CM S policy.

DHFS

Wisconsin Department of Health and Family Services.
The DHFS administersthe Wisconsin Medicaid
program. Itsprimary mission isto foster hedlthy, self-
reliant individual sand familiesby promoting
independence and community responsibility;
strengthening families; encouraging healthy behaviors,
protecting vul nerable children, adults, and families;
preventing individua and socia problems; and providing
services of value to taxpayers.

DHHS

Department of Health and Human Services. The United
Statesgovernment’sprincipal agency for protectingthe
health of al Americansand providing essential human
services, especially for thosewho areleast ableto help
themselves.
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Glossary

(Continued)

The DHHS includes more than 300 programs, covering
awide spectrum of activities, including overseeing
Medicare and Medicaid; medical and social science
research; preventing outbreak of infectious disease;
assuring food and drug safety; and providing financial
assistancefor low-incomefamilies.

DOS
Date of service. The caendar date on which a specific
medica serviceis performed.

DRG
Diagnosis-related group. Wisconsn Medicaid's
payment system for hospitals.

Dual entitlee
A recipient whoiséligiblefor both Medicaid and
Medicare, either Medicare Part A, Part B, or both.

ECS

Electronic Claims Submission. Claimstransmitted via
thetelephonelineand fed directly into Wisconsin
Medicaid’sclaims processing subsystem.

Emergency services

Those services which are necessary to prevent degath
or seriousimpairment of the health of theindividual.
(For the Medicaid managed care definition of
emergency, refer to the Managed Care Guide or the
Medicaid managed care contract.)

EOB

Explanation of Benefits. Appears on the providers
Remittance and Status (R/S) Report and informs
Medicaid providers of the status of or action taken on
their clams.

ERO

External Review Organization. The ERO, under
contract with the Department of Health and Family
Services(DHFS), reviewsthequality and utilization of
inpatient hospital servicesprovidedto Medicaid
recipients.
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EVS

Eligibility Verification Sysem. TheEV Sdlows
providerstoverify recipient eigibility prior to providing
services. Providersmay accessrecipient digibility
information through thefollowing methods:

e Commercid magnetic stripecard readers.

e Commercid persona computer softwareand
Internet access.

*  Wisconsin Medicaid’'sAutomated \Voice Response
(AVR) system.

*  Wisconsin Medicaid’s Direct Information Access
Linewith Updates for Providers (Dia-Up).

*  Wisconsin Medicaid sProvider Services(telephone
correspondents).

Fee-for-service

Thetraditional health care payment system under
which physicians and other providersreceivea
payment for each unit of service provided rather than a
capitation payment for each recipient.

Fiscal agent

The Department of Health and Family Services
(DHFS) contracts with Electronic Data Systems (EDS)
to provide health claims processing servicesfor
Wisconsin Medicaid, including provider certification,
claims payment, provider services, and recipient
services. Thefiscal agent also issuesidentification
cardsto recipients, publishesinformation for providers
and reci pients, and maintainstheWisconsin Medicaid
Web site.

HCFA
Hedlth Care Financing Administration. Please refer to
the definition under CMS

HCPCS

Hesdlthcare Common Procedure Coding System. A
listing of services, procedures, and suppliesoffered by
physiciansand other providers. HCPCSincludes
Current Procedural Terminology (CPT) codes,
nationa a phanumeric codes, andlocal aphanumeric
codes. The national codes are devel oped by the Centers
for Medicareand Medicaid Services(CMS), formerly
HCFA, to supplement CPT codes. Formerly known as
HCFA Common Procedure Coding System.



Glossary

(Continued)

HealthCheck
A program which providesMedicaid-digiblechildren
under age 21 with regular health screenings.

ICD-9-CM

International Classification of Diseases, Ninth
Revision, Clinical Modification. Nomenclature for
medical diagnosesrequiredfor billing. Available
through the American Hospital Association.

IMD

Institution for Mental Disease. Wisconsin Medicaid
certifies hospitals as IMDs in accordance with HFS
105.21, Wis. Admin. Code, and based on the hospital’s
eligibility for certification with Medicare or the Joint
Commission onAccreditation of Healthcare
Organizations (JCAHO).

Inpatient
A recipient who isadmitted to the hospital asan
inpatient and iscounted in the midnight census.

Maximum allowable fee schedule

Alisting of al procedure codesallowed by Wisconsin
Medicaid for aprovider typeand Wisconsn Medicaid’'s
maximum allowable fee for each procedure code.

Medicaid

Medicaid isajoint federal/state program established in
1965 under Title X1 X of the Socia Security Act to pay
for medical servicesfor peoplewith disahilities, people
65 years and older, children and their caretakers, and
pregnant women who meet the program’s financial
requirements.

The purpose of Medicaid isto provide reimbursement
for and assure the availability of appropriate medical
care to persons who meet the criteriafor Medicaid.
Medicaid isalso known asthe Medical Assstance
Program, Title XIX, or T19.

Medically necessary

According to HFS 101.03(96m), Wis. Admin. Code, a

Medicaid servicethat is.

a) Requiredto prevent, identify or treat arecipient’s
illness, injury or disahility; and
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b) Meetsthefollowing standards:

1. Isconsstent with the recipient’s symptoms or
with prevention, diagnosisor treatment of the
recipient’sillness, injury or disability;

2. Isprovided consistent with standards of
acceptable quality of care applicableto type of
sarvice, thetype of provider and the setting in
which the serviceisprovided;

3. Isappropriate with regard to generally
accepted standards of medical practice;

4. Isnot medically contraindicated with regard to
therecipient’sdiagnoses, therecipient’s
symptoms or other medically necessary
services being provided to the recipient;

5. Isof proven medica value or usefulness and,
consistent withs. HFS 107.035, isnot
experimental innature;

6. Isnot duplicative with respect to other services
being provided to therecipient;

7. Isnot soldly for the convenience of the recipient,
therecipient’sfamily or aprovider;

8. With respect to prior authorization of aservice
and to other progpective coverage determinations
made by the department, is cost-effective
compared to an aternative medically necessary
service which is reasonably accessibleto the
recipient; and

9. Isthemost appropriate supply or level of
service that can safely and effectively be
provided to therecipient.

Outpatient

A recipient who has not been officially admitted to the
hospital asan inpatient and has not been counted in the
midnight census.

PA

Prior authorization. Thewritten authorization issued by
the Department of Health and Family Services (DHFS)
to aprovider prior to the provision of aservice.

POS
Pace of service. A single-digit code which identifiesthe
place where the service was performed.
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Glossary

(Continued)

R/S Report

Remittance and Status Report. A statement generated
by theMedicaid fiscal agent toinform providers
regarding the processing of their claims.

State Plan

Wisconsin Medicaid'sfederally approved description of
methods and standards for establishing payment rates
to hospitals.

78 wisconsin Medicaid and BadgerCare & September 2003

Swing Bed Services

Rural hospitalswith fewer than 100 bedscan receive
approval fromthe Centersfor Medicareand Medicaid
Services (CMS), formerly HCFA, for bedsto be used
interchangeably ashospital and skilled nursing facility
beds. The days on which these beds are used as skilled
nursing facility bedsthe patient days are considered
swing bed services.

TOS
Typeof service. A single-digit codewhich identifiesthe
general category of a procedure code.
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